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Washington, D. C, 

Of Washington’s manner of life there was 
never until the most recent time but one 
opinion. His manner of death, however, be- 
came immediately after its occurrence the sub- 
ject of a controversy, which has never been 
satisfactorily settled in all the hundred and 
twenty-five years which have since elapsed. 

The announcement of his death came as a 
stunning blow to the country, unprepared by 
any knowledge of a recent illness. Univer- 
sally reckoned as a man of tremendous phy- 
sical vigor, it seemed all the more strange 
to learn that he died of a simple cold of only 
forty-eight hours’ duration. 


The cause and nature of his illness were 
called into question, and the medical manage- 
ment of the case came in for severe criticism 
which was aimed only at the physicians in 
attendance. There have since been added 
innuendoes inspired by an iconoclasm rampant 
in certain quarters in the present age, which 
are intended to reflect upon the character of 
the great man himself. Fortunately we have 
the records; for the death as well as the life 
of Washington have been chronicled with 
singular exactness to even the minutest de- 
tails, And if we review these records in the 
light of now advanced state of medical science, 
we should in the first place obtain a verifica- 
tion as to their consistency with fact, and, in 
the second place, arrive at a correct opinion 
as to the nature of the illness and of the 
method of treatment. 


Besides the published statement of his phy- 
sicians, there is the circumstantial account of 
the last days of Washington by his devoted 
secretary, Col. Tobias Lear. This, written 
under date of December fourteenth, micht be 
viewed in a sense as a continuation of Wash- 
ington’s own diary; for, as we know, through- 
out the greater part of his life he wrote down 
with scrupulous exactness the commonplace 
occurrences of his daily life, and there is an 
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entry as late as December the thirteenth, prob- 
ably the last words he penned, being the very 
day before the day of his death. 

It will be interesting and at the same time 
apropos to preface the account of the illness 
given by Lear, with a transcription of the last 
entries in Washington’s diary: 

December 1—Mr. Foot dined here. 

December 2—Lord Fairfax, Lady, Daughter 
and Miss Dennison dined here. 

December 3—Mrs. Stuart and Daughter went 
away after breakfast. 

December 4—Morning clear, wind at north- 
west and mercury at 36. From ten o’clock 
until two, very little snow; it then cleared and 
became very mild and pleasant, mercury at 
38; wind at north. 

December 5—Morning raining and continued 
to do so moderately through the day with 
wind southeast; mercury 38:in the morning, 
and 36 at night. 

December 7—Rainy morning with wind at 
northeast, mercury at 37; afternoon clear and 
pleasant, wind westerly, mercury 48 at night. 
Dined at Lord Fairfax’s. 

December 9—Morning clear and calm; mer- 
cury 31, afternoon lowering, mercury at 32 
and brisk wind from the southwest. A very 
large hoar frost this morning. 

December 11—But little wind and raining, 
mercury 44 in the morning; 38 in the night; 
about nine o’clock the wind shifted to north- 
west and it ceased raining but it continued 
cloudy. Lord Fairfax, his son Thomas, and 
Dauchter, Mrs. Warner Washington and son 
Whiting and Mr. John Herbert dined here 
and returned after dinner. 

December 12—Morning cloudy, wind at 
northeast and mercury at 33. A large circle 
around the moon last night. About ten o’clock 
it began to snow, soon after hail and then a 
settled rain. Mercury at 28 at night. 

December 13—Morning snowing and about 
three inches deep, wind at northeast and mer- 
cury at 30. Continued snowing until about 
one o’clock, and about four o’clock it became 
perfectly clear. Wind at same place not: hard. 
Mercury 28 at night. 

Now. according to Colonel Lear, Washing- 
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ton on December 12th was riding about his 
farm from ten to three o’clock and the weather 
at this time was bad, “Rain, hail and snow 
falling alternately with a cold wind.” 


Dr. James Craik. 


He observed with regard to the General on 
his return “that his neck appeared wet and 
that snow was hanging upon his hair” and 
that he came to dinner without changing his 
dress. 

The next day, Friday, the General did not 
go out as usual, in the forenoon, for he had 
taken cold and complained of a severe sore 
throat. He went out, however, in the after- 
noon to mark some trees which had to be cut 
down. He had now a “hoarseness which in- 
creased in the evening, but he made light of 
it. He spent the evening reading the papers, 
and when he met anything interesting, he read 
it as loud as his hoarseness would permit.” 
On retiring, Colonel Lear suggests that the 
General take something for his cold, but he 
answered, “No, you know I never take any- 
thing for a cold. Let it go as it came.” 

On the next day, which was Saturday, at 
three o’clock in the morning, he told Mrs. 
Washington that he was very unwell and that 
he had an ague. It was observed that he 
could scarcely speak and that he breathed with 
diffieulty. At daybreak, Mr. Lear came in 
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and found the General breathing with diff- 
culty and hardly able to utter a word in- 
telligently. 

“A mixture of molasses, vinegar and butter 
was given, but he could not swallow a drop, 
and when he attempted, he appeared to be 
distressed, convulsive and almost suffocated.” 

Rawlins, the overseer, was sent for at Wash- 
ington’s request to bleed him, and one pint of 
blood was taken with no relief. Lear next 
applied sal volatile to his throat gently with 
his hand, upon which the patient remarked 
that the throat was very sore. A piece of 
flannel dipped in sol volatile was put around 
his neck and the feet bathed in warm water, all 
without relief. About eight o’clock, he got 
up for about two hours, but obtained no relief 
from the changed position. Doctor Craik ar- 
rived shortly after nine o’clock. He applied 
a blister of cantharides to the throat, took 
some more blood and prescribed a gargle of 
vinegar and sage tea. He also ordered vine- 
gar and hot water for steam inhalation. In 
attempting to use the gargle the patient almost 
suffocated, and when the gargle came back 
from the throat some phlegm followed. 

At eleven o'clock the bleeding was repeated, 
but the difficulty in swallowing did not im- 
prove. In the meantime, Doctor Gustavus 
Richard Brown, of Port Tobacco, and Doctor 
Elisha Dick, of Alexandria, had been sum- 
moned. Doctor Dick arrived about three 
o’clock, and Doctor Brown shortly after. The 
patient was again bled and it was noted that 
the blood came “slow and thick,” but there 
was no fainting. Calomel and tartar were ad- 


ministered wihout effect. About half past four | 


o’clock Washington gave directions about his 
will, and at about five he again tried sitting up 
but remained so only half an hour. In the 
course of the afternoon, he appeared to be in 
great pain and distress from the difficulty in 
breathing, and frequently changed his position 
in bed. 

About eight o’clock, the physicians applied 
blister and cataplasms of wheat bran to his 
legs and feet. The condition remained un- 
changed until about ten minutes before his 


decease, when the breathing became easier. 


He died between ten and eleven. 

The following statement by his physicians, 
Doctors Craik and Dick, published in “Zhe 
Times,” of Alexandria, December 19, 1799, was 
reprinted in the Medical Repository at their 
request : 
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“Messrs. J. and D. Westcott, 


“Presuming that some account of the late illness 
and death of General Washington will be generally 
interesting, and particularly so to the professors 
and practitioners of medicine throughout America, 
we request you to publish the following statement. 


JAMES CRAIK, ExvisHa C. Dick. 


“Some time in the night of Friday, the 13th inst., 
having been exposed to rain on the preceding day, 
General Washington was attacked with an inflam- 
matory affection of the upper part of the windpipe, 
called in technical language, cynanche trachealis. 
The disease commenced with a violent ague, ac- 
companied with some pain in the upper and fore 
part ot the throat, a sense of stricture in the same 
part, a cough, and a difficult rather than painful 
deglutition, which were soon succeeded by fever 
and a quick and laborious respiration. The necessity 
of blood-letting suggesting itself to the General, he 
procured a bieeder in the neighborhood, who took 
from the arm in the night, twelve or fourteen 
ounces of blood; he would not by any means be 
prevailed upon by the family to send for the at- 
tending physician till the following morning, who 
arrived at Mount Vernon at eleven o’clock on 
Saturday morning. Discovering the case to be 
highly alarming, and foreseeing the fatal tendency 
of the disease, two consulting physicians were im- 
mediately sent for, who arrived, one at half past 
three and the other at four in the afternoon. In 
the interim were employed two copious bleedings; 
a blister was applied to the part affected, two 
moderate doses of calomel were given, an injection 
was administered which operated on the lower in- 
testines, but all without any perceptible advantage, 
the respiration becoming still more difficult and dis- 
tressing. Upon the arrival of the first of the con- 
sulting physicians, it was agreed, as there were yet 
no signs of accumulation in the bronchial vessels 
of the lungs, to try the result of another bleeding, 
when about thirty-two ounces were drawn, without 
the smallest apparent alleviation of the disease. 
Vapours of vinegar and water were frequently in- 
haled, ten grains of calomel were given, succeeded 
by repeated doses of emetic tartar, amounting in 
all to five or six grains, with no other effect than 
a copious discharge from the bowels. The powers 
of life seemed now manifestly yielding to the force 
of the disorder. Blisters were applied to the ex- 
tremities, together with a cataplasm of bran and 
vinegar to the throat. Speaking, which was pain- 
ful from the beginning, now became almost im- 
practicable, respiration grew more and more con- 
tracted and imperfect, till half after eleven o’clock 
on Saturday night, when, retaining the full posses- 
sion of his intellect, he expired without a struggle. 


“He was fully impressed at the beginning of his 
complaint as well as through every succeeding stage 
of it, that its conclusion would be fatal, submitting 
to the several exertions made for his recovery, rather 
as a duty than from any expectation of their efficacy. 
He considered the operation of death upon his sys- 
tem as coeval with the disease; and several hours 
before his decease, after repeated efforts to be un- 
derstood, succeeded in expressing a desire that he 
might be permitted to die without interruption. 

“During the short period of his illness he econo- 
mized his time in the arrangement of such few con- 
cerns as required his attention, with the utmost 
serenity, and anticipated his approaching dissolution 
with every demonstration of that equanimity for 
which his whole life had been so uniformly and 
singularly conspicuous. 

JAMES CRAIK, 

‘Attending Physician. 


EvisHa C. DIck, 
Consulting Physician. 


“The signature of Doctor Gustavus Brown, of Port 
Tobacco, who attended as consulting physician, on 
account of the remoteness of his residence from the 
place, has not been procured to the foregoing.” 

This statement, we may say, agrees per- 
fectly with the account given by Mr. Lear, 
except in some non-essential particulars. Be- 
fore proceeding to discuss the case, let us, 
after the correct manner of writing clinical 
histories, now add what we find out as to the 
patient’s family health history, and of his 
own previous illnesses, his habits of living and 
his physical characteristics, all of which are 
important in arriving at a correct diagnosis 
and prognosis in this case, as well as in all 
others. 

Family Health History. On his father’s 
side, the Washington’s were short lived. The 
great grandfather, Colonel Washington, died 
at the age of 54; the grandfather Lawrence 
died at the age of 37, and the father Augus- 
tine, at the age of 49. 

By a remarkable coincidence, the last ill- 
ness of Washington’s father appears to have 
been very similar to his own, He is known to 
have contracted a cold after an exposure 
in a storm and to have died after a brief ill- 
ness. Of the immediate family of the patient, 
we find that, of those who had the same 
father but a different mother, Butler died in 
youth, Lawrence age 34, Augustine age 40, 
and Jane age 13. Of those who had the same 
mother as well as father, Bettie died at 64, 
Samuel at 47, John Augustine at 51, Charles 
at 61, and Mildred in infancy. Washington’s 
oldest half brother, Lawrence, from whom he 
inherited Mount Vernon, is thought to have 
had tuberculosis, Washington made a trip 
with him when he went to Barbadoes in search 
of heaith. 

On his mother’s side we have not such 
definite information, but his mother, we know, 
lived to the good old age of 82, dying just 
one year before the death of the General. 

Physical Characteristics and Habits. De- 
scribing his impressions, a writer in the Zon- 
don Chronicle wrote, “Washington is now 47 
years of age. He is a tall, well made, rather 
large boned man, and has a genteel address. 
His features are manly and bold, his eyes of 
a bluish cast and very lively, his hair a deep 
brown, his face rather long and marked with 
smallpox; his comp:exion sunburnt and with- 
out much color; his countenance sensible, 
composed and thoughtful.” George Washing- 
ton Park Curtis wrote “General Wash- 
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ington’s powers were mostly in his limbs. 
They were long, large and sinewy. His frame 
was of equal breadth from shoulder to hips. 
His chest though broad and expansive was not 
prominent, but rather hollowed in the center. 
He had suffered from a pulmonary affection 
in early life, from which he never entireiy 
recovered. His frame showed an extraordinary 
development of bone and muscle; his joints 
were large, and could a cast have been pre- 
served of his hands in these degenerate days, 
it would be said to have belonged to a being 
of a fabulous age.” 

We cannot omit description of Dr. James 
Thacher, an eminent physician of his day. 
Writing in 1778, he depicted him as “remark- 
ably tall, full six feet, erect and well propor- 
tioned. The strength and proportion of his 
joints and muscles appeared to be commen- 


Dr. Ewell Cullen Dick. 


surate with the pre-eminent powers of his 
mind.” And he goes on to say, “the severity 
of his countenance and majestic gracefuiness 
of his deportment impart a strong impres- 
sion of that dignity and grandeur, which are 
his peculiar characteristics, and no one can 
stand in his presence without feeling the as- 
cendency of his mind and associating with his 
countenance the idea of wisdom, philanthropy, 
magnanimity and patriotism. There is a fine 
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symmetry in the features of his face, indica- 
tive of a benign and dignified spirit. His nose 
is straight and his eye inclined to be blue. He 
wears his hair in a becoming cue and from 
the forehead it is turned back and powdered 
in a manner which adds to the military air 
of his appearance. He displays a_ native 
gravity, but devoid of all appearance of os- 
tentation.” 


By actual measurement by Mr. Lear, after 
death, the body was found to be in length 
6 ft. 314 ins.; across shoulders 1 ft. 9 ins.; 
across elbows 21 inches. 


Whatever may have been Washington’s in- 
heritance, it is certain—by assiduous self-dis- 
cipline, which he practised in physical as 
well as in mental matters—he constantly 
trained and increased his strength, his agility 
and powers of endurance. In boyhood games of 
wrestling, running, throwing, pitching quoits 
and the like, he is said to have excelled all his 
companions, One of the most frequently re- 
peated anecdotes refers to his throwing a stone 
across the Rappahannock River, an incredible 
distance. 


Throughout his whole life, constantly in the 
saddle in early life fox hunting, and later, in 
his campaigns,—he is generally said to have 
exhibited an expertness in horsemanship rare- 
ly excelled. 

With regard to his habits, Irving writes, 
“He was an early riser, often before daybreak 
in the winters when the nights were long. On 
such occasions, he lit his own fire and wrote 
and read by candle light. He breakfasted at 
seven in summer and eight in winter. 

Two small cups of tea, and three or four 
cakes of Indian meal, (called hoe cakes) 
formed his frugal repast. Immediately after 
breakfast he mounted his horse and visited 
those parts of his estate where any work was 
going on, seeing to everything with his own 
eyes and often aiding with his own hands. 
Dinner was served at two o’clock; he ate 
heartily but was no epicure and was not criti- 
cal about his food. His beverage was small 
beer or cider, or two glasses of old madeira. 
He took tea of which he was very fond early 
in the evening and retired for the night about 
eight o’clock.” 

Previous Illnesses, What, if any illnesses 
Washington suffered in childhood is not 
known. It is surmised that he had measles, 
simply because he was much with Mrs. Wash- 
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ington, who had an attack early in their mar- 
ried life, and he did not contract it. 

The earliest illness of which we have any 
record is an attack of smallpox at the age of 
19, contracted during his visit with his brother 
Lawrence at Barbadoes. He was, he says, 
“strongly attacked.” He was ill about three 
weeks and his face was left slightly marked. 
Shortly after he returned he had what was 
called “a violent attack of pleurisy which 
reduced me very low.” During the Braddock 
campaign, Washington, then thirty years of 
age, was stricken with a fever, accompanied 
by an intense attack as a result of which he 
was unable to continue the march. The nature 
of the trouble is unknown, but was appar- 
ently contagious as his servant developed the 
same kind of illness. Washington's indisposi- 
tion continued without abatement from June 
19 to 23, when he says “I was relieved by the 
General’s ordering a physician to give me 
Dr. James’ powder,* one of the most. excellent 
medicines in the world. It gave me immediate 
relief and removed my fever and complaints 
in four days.” 

Two years later, while on the frontier, 
Washington was seized with an attack of dys- 
entery with fever, which compelled him to 
leave the army and return to Mount Vernon. 
A few months later, this disorder was still 
returning at times obstinately upon him, he 
complains, “in spite of all efforts of the sons 
of Aesculapius.” “At certain periods” he goes 
on to say, “I have been reduced to great ex- 
tremity and have much reason to apprehend 
an approaching decay being visited with sev- 
eral symptoms of such a disease.” 

It was at this time, when on his way to 
Williamsburg to consult the best physicians 
there, that he met the widow, Martha Ball. 
The medical treatment was evidently success- 
ful, for despite the pessimistic foreboding to 
which he had just given utterance, within one 
month he was engaged, and within one year 
happily married. 

In 1761, Washington was ill again with a 
fever of some kind, probably malarial, on ac- 
count of which he made a visit to Warm 
Springs. He suffered considerably with pain 
and a disturbed sleep. A relapse occurring, 
he again became quite despondent. He writes 
“I was very near my last gasp. The indisposi- 


*“NoTE:—James’ powder was a mixture of a anti- 
monious oxide and calcium phosphates. It was 
diaphoretic in action and used frequently for in- 
flammatory ailments of the respiratory organs. 
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tion increased upon me and | fell into’ a very 
low and dangerous state. I once thought the 
grim King would overcome my best efforts and 
that I must sink in spite of a noble strength.” 

In his diary, we have an account of the re- 
currence of the dysenteric ailment in 1768: 

March 2—Hunting; again catched a fox 
with a bobbed tail and cut ears, after several 
hours’ chase in which most of the dogs were 
worsted. 

March 3—Returned home much disordered 
by griping and violent straining. 

March 4—At home with above complaint: 
sent for Dr. Rummey, who came in the after- 
noon. 


March 5—Very bad, the Doctor staying 
with me. 

March 6—Something better. Doctor stay- 
ing with me and Mr. Ramsey stayed to dinner. 

After confinement at home of about a week, 
his recovery was indicated by entry under date 
of March 14: “Hunting with Captain Posey 
and Lund Washington; started and catched a 
fox in about three hours.” 

While in his retirement at Mount Vernon. 
at the close of the war, we learn from his 
diary that in September, 1786, he had suffered 
from attacks of ague and fever, the malarial 
character of which is quite evident from the 
fact of their periodicity and from their treat- 
ment and relief ‘by the bark prescribed by 
Doctor Craik. 

Entry of September 2, says “Kept close to 
the house all day, being my fit day in course, 
at least any exposure might bring it on. 
Happily missed it.” 

Shortly after assuming his office as Presi- 
dent, Washington was laid up with a severe 
attack of what was called anthrax, but which 
was evidently carbuncle, located upon the left , 
hip. It proved to be a very virulent process, 
causing such prostration of his strength thai 
the country was at the time greatly alarmed 
for fear of a fatal outcome. The malady caused 
him great pain and discomfort and confined 
him to the house nearly six weeks. When later 
he was able to go out, his coach had to be 
especially constructed to allow him to lie at 
full length. He was then under the medical 
care of Doctor Samuel Bard, one of the most 
eminent practitioners of New York. 

Washington, when on a vist to Boston, was 
delayed a considerable time on the outskirts 
in rain and stormy weather because the city 
and state authorities were unable to settle a 


y; | = 
Se 
Te 
ed 
ve 
» 
er 
th Jz 
is- 
as 
‘ly 
ity 
of . 
its 
11S 
re- 
ne 
dle 
in 
ve 
re- 
es, 
ak 
Jn 
ote 
at 
ter 
ed 
yas . 
wn 
ds. 
ate 
ti- 
all 
ra. 
rly 
yut 
ot 
XUM 


634 VIRGINIA MEDICAL MONTHLY 


stupid dispute as to the etiquette of receiving 
the president. The result was that he de- 
veloped a troublesome cold which caused some 
inflammation of the eyes. It seems that just 
following this visit an epidemic of colds de- 
veloped in the city, which were, from the in- 
cident, commonly referred to as the “Washing- 
ton influenza.” 


In 1790, the Federal Government was re- 
moved from New York to Philadelphia. In 
the spring of this year, Washington was taken 
with another illness which almost proved 
fatal, in the nature of inflammation of the 
lungs, probably pneumonia. 

The close application to public business, 
and the incessant demands upon him incident 
to the office, proved no doubt to be a very 
great strain. He wrote, “I have already 
within less than a year had two severe attacks, 
the last worse than the first. A third, more 
than probably, will put me to sleep with my 
fathers. At what distance this will be, I know 
not. 

“T am thankful that I am so well recovered, 
though I still feel the remains of the violent 
affection of the lungs, the cough, the pain in 
my breast, shortness of breath, not having 
entirely left me.” 

When Congress adjourned, August 12, 1790, 
Washington set out on a voyage to Newport, 
R. L., with the hope of having his health 
benefited by a sojourn in this already famous 
health resort. In a letter written by Jefferson 
to Madison June 9, 1793, he says, “The Presi- 
dent is not well; little lingering fevers have 
been hanging about him for a week or ten days 
and affecting his look most remarkably.” 

.The last year or so of his life his health 
was certainly much impaired. He writes un- 
der date of August 20, “No account of weather, 
etc., kept from hence to the end on account of 
a sickness commenced with a fever on the 19th 
and lasted until the 24th, which left me debili- 
tated.” 

The same year he wrote to a correspondent 
explaining his failure to write on account of 
“debilitated health occasioned by the fever, 
which deprived me of 20 lbs. of weight, I had 
when you and I were at Troy Mill Scales, 
rendering writing irksome.” 

In addition to the illnesses enumerated, 
Washington suffered certain infirmities of a 
minor kind. His teeth early in life (1754) 
gave him trouble and his expense accounts 
show frequent visits to the dentist, losing from 
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year to year one tooth after another until 
finally all were gone and had to be replaced 
by a plate. He began to use glasses at the age 
of 46; in 1783 he remarked that he had grown 
almost blind as well as gray in the services of 
his country. His hearing in later years of 
life at least was noticeably impaired. Maclay 
remarked this in 1793, and said he believed the 
President heard only a small part of the con- 
versation in which he engaged. Washington, 
himself, writing to Jefferson in 1796, said that 
he was sensible of a decay in hearing and that 
perhaps his other faculties might be falling 
off. 

The above account of his last and former 
illnesses gathered from various reliable sources 
comprise such exact and detailed clinical data, 


Dr. Gustavus Brown (Father of Dr. Gustavus Richard Brown). 


that it may be said to constitute a fairly com- 
plete anamnesis, on the basis of which, even 
at this late day, we feel justified in reopening 
the case in order to consider the diagnosis 
and treatment in the light of accumulated ex- 
perience and the more advanced state of medi- 
cal knowledge of the present period. 
Summarizing, we find that Washington 
came of short lived paternal ancestors in whom 
there was a marked tendency toward affections 
of the respiratory tracts; that, by a life in the 
open, with constant exercise of his physical 
energies and regular and temperate habits, he 
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developed a marvelous constitution, which was 
indeed put to severe test by the hardships of 
his military campaigns and the exactions of 
his political life, not showing decided signs 
of breaking until the last one or two years 
of his life. 


He had a number of illnesses, the nature of 
all of which is not definitely known, though 
the following seems well established, viz., 
smallpox, dysentery, malaria, pneumonia. In 
addition, he had much trouble on account of 
carious teeth, His illnesses were several times 
of such severity that his life was almost de- 
spaired of, and he seemed at these times to 
have taken a most pessimistic view of the out- 
come, With regard to his last illness, it was 
clearly due to taking cold from exposure to 
very inclement weather, accentuated by failure 
to change his clothes which had become wet 
from rain and snow. Within twelve hours he 
had developed symptoms of an acute inflam- 
matory condition of the throat, indicated by 
difficulty in speaking, swallowing and breath- 
ing. His chief symptoms in the order of their 
occurrence were sore throat, hoarseness, cough, 
chill, difficulty of breathing, difficulty in swal- 
lowing, expectoration, fever, loss of voice and 
suffocation. 

There is no mention that the interior of the 
throat was examined at any time, and we be- 
lieve that it was not done; otherwise, it would 
certainly have been mentioned by Lear, or by 
his physicians. Chest examination was nega- 
tive. 

Outside of simple catarrhal inflammation of 
the mucous membranes, the acute inflamma- 
tory affections of the throat are of three kinds: 

1. Those attended with formation pus, as 
quinsy. 

2. Those attended with the formation of a 
pseudomembrane, as diphtheria. 

3. Those characterized by watery infiltra- 
tion, as inflammatory edema. 

We will consider briefly the individual affec- 
tions suggested by the symptoms in Washing- 
ton’s case: 

1. Acute Laryngitis —This affection, desig- 
nated in the text-books as acute catarrhal 
laryngitis, is due to simple inflammation of 
the mucous membrane of the larynx, and oc- 
curs as the result of taking cold. It is marked 
by hoarseness, and there may be complete loss 
of voice; there is usually sore throat, slight 
fever and some cough, but ordinary acute 
laryngitis is not attended with difficulty in 
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breathing, which this distinguished patient had 
to an extreme degree. Moreover, ordinary 
acute laryngitis is a mild affection, never end- 
ing fatally. 

2. Quinsy.—This is suggested by the chill, 
fever and very difficult swallowing, and prob- 
ably also by the observation of Lear that when 
the patient attempted to use the gargle, he 
suffocated, and when the gargle came from 
the throat some phlegm followed. But that 
this should not be taken to mean the purulent - 
discharge of quinsy is evident enough when you 
reflect that the latter occurrence is invariably 
followed by the most pronounced relief and 
generally by a prompt recovery from the ail- 
ment. Opposed to the idea that the trouble 
was quinsy is not only that a fatal termina- 
tion in this disease is a most exceptional thing, 
but also that it is at any rate of quite rare 
occurrence in the aged. Quinsy is, further- 
more, nearly always a unilateral disease; it 
causes a marked swelling on the outside of 
the throat, especially on the side affected, and 
usually causes the patient to hold the head 
toward that side and is apt to be attended 
with a trismus, that is to say, inability to 
open the mouth except for the slightest dis- 
tance; none of these symptoms appear to have 
been noted. The swallowing in the case says 
the physician’s statement was difficult rather 
than painful; but-in quinsy painful swallow- 
ing is an outstanding feature. Beyond all this, 
there were symptoms in Washington’s case 
which do not belong at all to the picture, viz., 
the hoarseness and loss of voice, and especially 
the difficult breathing. 

3. Laryngeal Diphtheria.—The hoarseness 
and loss of voice, with increasing difficulty in 
breathing with eventual suffocation suggest the 
idea of diphtheria. Opposed, however, to this 
assumption is the fact that laryngeal diph- 
theria is eminently a disease of childhood and 
quite rare in the aged; secondly, the absence 
of any history of diphtheria in the neighbor- 
hood; besides, the usual clinical course of 
diphtheria is very different from that here 
shown, namely, a slow onset, with toxic symp- 
toms comparatively severe, but local throat 
symptoms comparatively slight. The marked 
difficulty in swallowing does not belong to the 
picture of laryngeal diphtheria. 


4. Inflammatory Edema of the Laryna.— 
This differs from the simple laryngitis which 
is an inflammation confined to the membranous 
lining of the larynx, in that it involves the 
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tissues lying beneath the mucuous membrane, 
that is, of the submucous tissue. It is charac- 
terized by dropsical effusion or edema of the 
submucous tissue, causing great swelling in the 
epiglottis and other parts of the larynx. As 
a result of the inflammatory swelling, there is 
marked difficulty in swallowing, which be- 
comes painful and almost impossible when 
there is much involvement either in the pos- 
terior or anterior region of the larynx, es- 
pecially if the epiglottis or lid of the larynx 
is swollen. When the infiltration encroaches 
upon the chink of the glottis, there occurs 
naturally difficulty in breathing, increasing it 
may be to the point of suffocation. 

It is generally recognized as being due to 
the action of organisms of unusual virulence, 
especially the streptococcus, It is initiated by 
severe rigor, followed by a rise of tempera- 
ture, attended by marked prostration, and the 
process is of rapid development, not infre- 
quently ending fatally. 

The symptoms and the course of the dis- 
ease in Washington’s case corresponds so 
exactly with a typical history of acute inflam- 
matory edema that, despite our distance in 
time and the absence of modern diagnostic 
criteria, we have no hesitancy in setting up 
this as the correct diagnosis. The inflamma- 
tory type of edema must not, of course, be 
confounded with the non-inflammatory some- 
times occurring as secondary to certain chronic 
organic diseases, as in Bright’s disease, for 
instance. The edema in such instances is of 
a passive kind coming on slowly and not at- 
tended with evidences of severe local inflam- 
mation such as mentioned. 


There are certain other acute throat troubles 
which might be thought of in connection with 
this case, as Vincent’s or Ludwig’s angina, but 
there is no justification for concluding their 
presence. Vincent’s angina never assumes 
such an acute stormy clinical course, and Lud- 
wig’s angina cannot be diagnosed without the 
characteristic swelling in the floor of the mouth 
and the hard, board-like rigidity encircling 
the neck, which we have no reason to think 
were present in this case. 

Before making any criticism of either the 
diagnosis made or the treatment instituted by 
the physicians in attendance upon Washing- 
ton, it is very important that we bear in mind 
the difference in the state of medical knowl- 
edge between that era and the present, and 
especially the limited knowledge then existing 
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with regard to: disease of the lower throa:. 
which is, in fact, a modern specialty. 


It was fifty-six years after Washington ’s 
death that Manuel Garcia described before the 
Royal Society of Londan a method of exan- 
ining the larynx, now universally practised, 
and it was even later when Pasteur and Koch 
had laid the foundation of modern bacterio/- 
ogy, now so essential in the diagnosis ani] 
treatment of diseases of every kind. 


The eighteenth century was, as Garrison 
says, the age of theorists and system makers 
in the science of medicine, when tedious and 
platitudinous philosophizing upon prio:/ 
grounds was the fashion of the day. Little 
had been done to establish a definite pathology 
of throat conditions. John Fothergill, a close 
friend of Franklin and known for his sympa- 
thetic sentiments for the American cause, 
wrote in 1748 the first complete description 
of diphtheritic sore throat. John Huxham. 
whose name has become associated with the 
cinchona treatment of malaria, wrote in 1757 
an essay on “Malignant Sore Throat,” and 
Samuel Bard, of New York, who by an inter- 
esting coincidence was Washington’s physician 
during one of his severe illnesses, published 
in 1771 a paper dealing with the subject of 
“Angina Suffocativa,” referred to by Osler as 
a classic of the first rank. The diagnosis made 
in Washington’s case by the attending physi- 
cians after consultation was “Cynanche Tra- 
chealis.” This diagnosis has often been as- 
sailed as incorrect, but was it not correct ac- 
cording to the standards of classification then 
existing? At the period of which we write, 
Edinburgh, already famous for its surgery 
through the influence of the Monroes and the 
Hunters, had now also become the chief center 
for internal medicine largely from the prestige 
of such names as Cruikshank, Withering and 
Cullen. “First Lines in the Practice of 
Physics,” by William Cullen, Professor of 
Medicine at Edinburgh, was at that time 
authoritative throughout the English speak- 
ing world at least, and we may well imagine 
that it was the chief source of information for 
Washington’s physicians, especially as we know 
that Doctor Craik was a Scotchman born, and 
a graduate of Edinburgh, and Doctor Brown 
the son of a Scotchman and likewise a gradu- 
ate from Edinburgh. Doctor Elisha Cullen 
Dick, notwithstanding his middle name, was 
not Scotch, but American born and a gradu- 
ate of the University of Pennsylvania. 
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Cullen has a chapter in a work published 
in 1778, devoted to the subject of Quinsy, or 
Cynanche, of which he considers there are four 
varieties, viz., cynanche tonsillaris; C. maligna; 
C. trachealis; C, pharyngis; C. parotidea. 

Of cynanche trachealis, he writes, “This 
name has been given to an inflammation of 
the glottis, larynx or upper part of the tra- 
chea, whether -it affects a membrane of these 
parts or a muscle adjoining. It may arise 
first in these and continue to subsist in them 
alone, or it may come to affect these parts from 
the cynanche tonsillaris or maligna spreading 
into them. 

“In either case it has been a rare occurrence 
and a few instances of it have been marked 
and recorded by physicians. It is to be known 
hy a pecuiiar croaking sound in the voice, by 
difficult respiration with a sense of straighten- 
ing about the larynx, and by an attending 
pyrexia. 

“From the nature of these symptoms and 
from a dissection of the bodies of persons 
who have died of this disease, there is no dou t 
of its being of an inflammatory kind. It does 
not, however, always run a course of inflam- 
mation, but frequently produces such an ob- 
struction of a passage of air as suffocates, and 
thereby proves suddenly fatal. 

“If we judge rightly of the nature of this 
disease, it will be obvious that a cure of it 
requires a most powerful remedy for the in- 
fammation, to be employed upon the first ap- 
pearance of symptoms. When a suffocation 
is threatened, whether any remedies can be 
employed to prevent it, we have not an experi- 
ment to determine. 

“As we suppose the disease to be an inflam- 
matory affection, so we attempt a cure of it 
by the usual remedies of inflammation, and 
which for the most part we have found ef- 
fectual. Bleeding, both topical and general, 
has often given almost immediate relief, and 
hy bleeding repeatedly has entirely cured the 
disease, Blistering, also near to the part af- 
fected, has been found useful. Upon a first 
attack of the disease vomiting immediately 
after bleeding seems to be of use, and some- 
times removes the disease. In every stage of 
the disease, an antiphlogistic requirement is 
necessary, and particularly the frequent use 
of laxatives. Though we suppose that a spasm 
of the glottis is often fatal in this disease, we 
have not found antispasmodic remedies to be 
of any use.” 


While vague as regards pathology, the symp- 
toms described are such as correspond very 
closely to those of inflammatory edema as we 
‘all it today. The disease is seen as located, 
notwithstanding the name tracheal, in the re- 
gion of the glottis or larynx; it is marked by 
altered voice, sense of constriction, fever and 
difficult respiration due to obstruction, and 
tending to end fatally. The diagnosis made 
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by Washington’s physicians was then correct, 
according to the nomenclature then existent, 
and we may say, taking Cullen as an authority, 
indicates very closely the true condition, as 
it is understood today. It appears from a 
letter written by Doctor Brown to Doctor 
Craik a very few days afterwards that the 
diagnosis was at first quinsy, and that the 
change was evidently due to Doctor Dick’s 
influence. In this letter, too, Doctor Brown 
assumes that he with Doctor Craik should re- 
proach themselves for the excessive bleeding. 
But, as a matter of fact, the term quinsy at 
that time was not a misnomer as it would be 
today. It is now generally understood to re- 
fer to an abscess of the tonsil or the peri- 
tonsillar tissue; but, originally, the term 
quinsy had the same significance as the word 
cynanche, that is to say, a suffocative affec- 
tion of the throat, and we find that it is used 
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as a generic designation synonymously with 
cynanche by Cullen as the heading of his 
chapter on the subject. 

With regard to the treatment of the case, 
after reading Cullen we cannot fail to be 
struck with the faithful adherence to the 
methods recommended by this great authority. 
Blistering, bleeding, emesis and catharsis are 
the main stays of his therapeutic regimen. In 
addition to them, Washington had the bene- 
fit of hot mustard foot baths, and hot steam 
inhalation, which form part of the present 
methods in the treatment of this class of throat 
affection. In regard to the bleeding, this had 
been the occasion of the chief condemnation 
visited upon Washington’s physicians, It was 
with this in mind that Ford in his “True 
Washington” says, “There can scarcely be a 
doubt that the treatment of his last illness by 
the doctors was a little less than murder.” 

Such brutal cock-sureness of statement could 
emanate only from an opinionated layman, 
ignorant of the possibilities in such a case. If 
there is anything certain about the case it is 
that the chief factor responsible for the fatal 
termination was the asphyxia, due to obstruc- 
tive swelling in the region of the glottis. 

Admitting the possibility that the blood- 
letting was a contributory factor, no blame 
can properly be attached to Washington’s phy- 
sicians on that account. They were following 
the best authorities, instituted treatment ortho- 
dox in that day and, indeed, widely practised 
for the following forty or fifty years. With 
men of such influence as Benjamin Rush, in 
their own country, enthusiastically advocating 
the practice of blood-letting, and with Cullen 
specifically advising its use, with repetition 
to be of advantage in this kind of case, Wash- 
ington’s physicians would indeed have laid 
themselves open to censure if they had failed 
to use it as they did. It must be realized that 
Washington’s illness was one with a tendency 
toward fatal termination. Moreover, he was 
not, as some have assumed, a man at that time 
in the full vigor of health, but presenting, as 
remarked by himself as well as by others, de- 
cided evidences of physical deterioration. 

What treatment would we use today and 
what difference in result could we expect? It 
is at the very beginning of an attack of this 
kind that treatment is most effective, and 
very often simple measures will answer. A 
cold ice compress placed on the outside of the 
throat with pieces of ice to swallow; with 
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laxatives, diaphoretics, simple diet, rest in 
bed, and especially rest of the voice is the line 
of treatment which today would generally be 
prescribed in the very beginning with hope 
of aborting an attack. In this connection, it 
is apropos to remark that Washington was 
himself guilty of an indiscretion which we re- 
gard as of much importance in the hygien- 
of cold-catching. On coming into the house, 
his neck, as remarked by his secretary, was 
wet and snow was clinging to his hair. He 
came to dinner which had been waiting for 
him, without changing his clothes. If Wash- 
ington had but dried his neck and changed 
his clothes, it is possible that a glow of healthy 
reaction would have set up and his cold would 
never have developed. 


The next day, signs of cold were present 
and he complained of a sore throat, but he was 
again indiscreet in going out in the afternoon 
in spite of cold inclement weather “to mark 
some trees which had to be cut down.” In 
the evening he had a hoarseness but “he made 
light of it.” There was evidently congestion 
in the region of the vocal cords, which is a 
condition that demands complete abstention 
from the use of the voice. But we learn that 
that evening, the distinguished patient spent 
the evening reading, and “when he met with 
anything interesting or entertaining, he read 
it aloud as well as his hoarseness would per- 
mit.” On his return that night Mr. Lear ob- 
served that he had better take something to 
remove the cold. Washington’s reply was, 
“No, you know I never take anything for a 
cold. Let it go as it came.” The next morn- 
ing at two or three o’clock, it had already 
reached a severe stage; he could scarcely speak 
and breathed with difficulty. Even then, this 
great man, more concerned for the comfort of 
others than himself, would not allow Mrs. 
Washington to get up and call a servant for 
fear that she might take a cold. 


When by our modern method of laryngos- 
copy, we have demonstrated an edematous 
swelling of the tissues of the larynx, the first 
thought would be the application of adrenalin. 
This remarkable agent, discovered in 1901 by 
Takamine, has the effect of producing a power- 
ful constriction of the blood vessels, lessening 
the blood supply and producing within a few 
minutes a blanching of the tissue and lessen- 
ing the swelling. As its effects are only tem- 
porary, it is necessary to repeat at intervals 
the application. If the inflammation is too 


1927 | VIRGINIA MEDICAL MONTHLY 


intense to be conquered in this way, the next 
step is to practice what we call scarification 
of the tissue, that is, making short incisions 
into the infiltrated tissue which shouid bring 
about a reduction of the swelling by escape 
of the serous fluid from the mucous membrane. 
When these measures fail, more heroic surg- 
ery must be adopted. This consists in either 
the introduction of a tube by way of the 
mouth, allowing the patient to breath per vias 
naturales, or the opening of the windpipe by 
incision from without, that is, the operation 
of tracheotomy. The former operation, in- 
tubation, as it is called, was not introduced 
into practice until about 1856, by Bouchut and 
Trousseau, of Paris—still later perfected and 
made a practicable method by the labors of 
O’Dwyer, of Cleveland. It is true that the 
operation of tracheotomy was known in Waslh- 
ington’s time; in fact, the opening of the wind- 
pipe was practiced sporadically even in the 
most ancient times, as shown by some obscure 
historical references, but it never at any time 
gained currency as an accepted surgical pro- 
cedure. The criticism which has been aimed 
at Washington’s physicians for not perform- 
ing the operation is a very unjust’one, in not 
taking into account the prevalent practice and 
opinion of the times. In the midd‘e of the 
eighteenth century there were attempts here 
and there to introduce it into practice and, 
strange to say, for the resuscitation of drowned 
persons, upon a mistaken theory of the causa- 
tion of death in such cases. Hume, of Edin- 
burgh, as early as 1756, recommended the per- 
formance of opening the windpipe, bronchot- 
omy as it was then called, for the relief of 
suffocation in pseudomembranous croup, but 
the first record of the performance for this 
condition is by Andree, of London, in 1782. 
The fact is, as soon as one recommended 
the procedure for any purpose, he was immedi- 
ately opposed by the leading authorities, and 
he would have few or no followers. It 
was just in the year 1798, one year before 
Washington’s fatal illness, that Desault and 
sichat, of Paris, the most eminent surgeons 
of that day, published their brochure on tra- 
cheotomy as a surgical procedure. In the work 
they took the stand that it was not a surgical 
procedure to be recommended in any form of 
angina. In the year of 1807, Louis Napoleon, 
having lost his oldest son from an attack of 
croup, called a conference of physicians and 
offered a prize of 12,000 francs for the best 
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essay dealing with the subject. It was the uni- 
versal conclusion that the operation of opening 
the trachea was useless and inefficacious in such 
cases. It was really not until 1826, after the ap- 
pearance of the famous treatise of Bretonneau 
on Laryngeal Diphtheria, that tracheotomy was 
looked upon as a justifiable intervention. If, 
then, we condemn Washington’s physicians for 
not giving him the chance of that operation, 
what would the world have said at that time if 
they had taken that chance and failed? It is an 
operation to which, when other measures failed, 
we would resort today, and with a fair chance 
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that it would save the life of the patient: 
nevertheless, the best surgical authorities are 
careful to warn against too much con“dence 
in its success in this class of cases, and of 
leading the family to believe that it is a cer- 
tain means of averting death. Even when the 
asphyxia is completely relieved, there is great 
danger if the heart has been weakened in the 
struggle for breath, that death may ensue from 
cardiac failure. 

Now, summarizing our knowledge of the 
case, taking into consideration not only all 
records with regard to this last attack of ill- 
ness, and likewise in connection with it all 
available documents as to the patient’s previous 
health history, his family inheritance and con- 
temporary references to his pecularities of 
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constitution and temperament, we feel that 


we are entitled to certain definite conclusions. 
In the first place, it is certain that Wash- 
ington did not have quinsy as most often 
stated in the histories; nor diphtheria, as next 
frequently reported; nor ordinary acute laryn- 
gitis, as very often affirmed; nor pneumonia. 
as many believe; nor cancer, or tuberculosis, 
which have been here and there intimated. 


All information leads us to believe that the 
malady responsible for his death was an acute 
inflammatory edema of the larynx, an affliction 
which attacks the tissue lying beneath the 
mucous membrane. It is characterized by a 
painful swelling of the structures of the larynx 
and the adjacent tissues below and above, in- 
cluding the epiglottis, causing great difficuity 
as well as pain in swallowing. When the 
swelling involves the glottis, the narrow gate- 
way to the lungs, its obstructs the entrance 
of air and threatens death by asphyxia, or 
actual suffocation. And when it appears in 
a violent form, as in this case, it is, we may 
assume, actuated by some virulent micro-or- 
ganism—in all probability the streptococcus. 
The diagnosis made by Washington’s physi- 
cians, as given out in a statement five days 
after his death, eynanche trachealis, indicates 
that they had an idea of the location and nature 
of the malady, as near as it was possible in 
the limited knowledge then existent of this 
class of diseases—in fact, much more nearly 
correct than the diagnoses which have found 
current acecptance in the opinions of our own 
day. 

In regard to the treatment, while not that 
which we should administer at the present 
time, it was the orthodox treatment of that 
day. It followed closely the authority of the 
great Edinburgh school of medicine, of which 
two of Washington’s physicians were them- 
selves graduates. Bleeding the patient was 
expressly advised for this affliction, and its 
repetition recommended as the most effective 
means of combating its progress. 

It was the widespread practice of that time, 
in fact for many years following, to take huge 
quantities of blood, and it may be incidentally 
mentioned that Washington himself was a firm 
believer in the practice and frequently ordered 
it for those of his household or the slaves upon 
the estate. 

Washington’s death was not due to excessive 
bleeding, as has been sometimes recklessly 
stated; it was the inevitable consequence of a 
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relentless encroachment of the inflammator, 
swelling upon the narrow passageway at. the 
glottis, cutting off the vitally necessary suj,- 
ply of oxygen, and associated no doubt wit), 
a general toxic infection from some virule:: 
micro-organism, most likely the streptococcus 
Unless relief comes otherwise in such a cas. 
it is obvious that the patient, whether ble 
or not, must succumb from air starvation. 
Washington, then, you may be sure, was not 
bled to death; rather it may be said that ly 
choked to death, for death was due primarily 
to suffocation. 

At the present time in such a case in éxtie- 
mis, we would perform the operating of open- 
ing the trachea to allow the direct ingress of 
air to the lungs. There is a chance, though not 
a certainty, that it would save the patient's 
life from a fatal termination which, in such 
a case, is favored by the general toxic state 
and cardiac depression. 

Washington’s physicians are not ‘to be cen- 
sured for failure to perform the operation be. 
cause its employment in such cases did not 
have the indorsement of the medical author'- 
ties of that day—in fact, they were mostly 
opposed to it. 

A survey of the health history of Wash- 
ington’s family and of his own personal pre- 
vious illnesses indicates an inherited tendency 
toward inflammation of the respiratory pass- 
ages, His father died by a peculiar coinci- 
dence under circumstances much the same as 
those of his own case, death occurring rather 
suddeniy from a severe inflammation con- 
tracted as a result of exposure to inclement 
weather. Washington’s half-brother Law- 
rence. had pulmonary infection, probably tu- 
berculosis, which was the cause of his death. 

Washington himself had during his life sev- 
eral illnesses affecting the upper or lower res- 
piratory tract. During the Braddock cam- 
paign, he was for some time out of commis- 
sion on account of an illness apparently of 
the nature of a contagious affection of the 
respiratory tract; in Boston, he had an attack 
of something like the influenza; he was the 
subject once or twice of a pleuritic affection: 
and he had once a nearly fatal attack of pneu- 
monia. What, we may ask, would have been 
the fate of this country of ours, had not this 
great man succeeded in over-coming an evi- 
dent inherent constitutional weakness by a 
rigid discipline of his physical energies! 

With habits from youth of constant exercise 
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and a life adapted to the development of 
bodily vigor and a capacity for endurance, 
there was prepared for our country in its time 
of trial the one man who was equal to the 
situation. 

The foundations of Washington’s ill-health 
of his late years, and the beginning of the 
decline which led to his last illness was no 
doubt the abrupt change in the character of 
his life, necessitated by his taking up the 
arduous duties of the presidency. Very loath to 
assume the honors and longing constantly for 
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lected to change—one of the most effective 
means for inviting the onset of a cold. Sec- 
ondly, when the cold had produced a hoarse- 
ness, indicating that it settled in the larynx 
and affected the vocal cords, he persisted in 
using his voice in reading aloud, thus doing 
the very thing that would tend to increase 
the congestion and intensify the inflammation 
of the parts particularly affected. 

Washington was exceedingiv pessimistic 
about his own illness; he had made up his 
mind that he was going to die, and he did 


f his beloved Mount Vernon, his sense of duty 
e and ardent patriotism held him too long, for 
I the good of his health, to the exacting routine 
e of adminstrative work. 

‘ We cannot refrain from drawing one other 
E lesson from the case which we think of im- 
‘ portance in connection with the subject of the 
. seriousness of taking cold. A simple cold led 
‘ directly to a fatal result. Two faults were 


committed, the evils of which should be em- 
- phasized; first, Washington, coming in from 
the storm with his clothes cold and wet, neg- 


The Death Bed of Washington. 


what he could to dissuade his physicians from 
making special efforts for him and let him 
die in peace. “I find I am going,” he said 
to Mr. Lear. “My breath cannot last long. 
I believed from the first that the disorder 
would prove fatal.” And, a little later, he re- 
peated the same conviction to Dr. Craik: “Doc- 
tor, I die hard, but I am not afraid to go. I 
believed from the first attack that I should 
not survive it. My breath cannot last long.” 
And later, when Doctor Brown came into the 
room, “I feel myself going; I thank you for 
your attention but I pray you to take no more 
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trouble for me. Let me go quietly. I cannot 
last long.” 

When he was ill in New York from car- 
buncle, Washington revealed a similar pessi- 
mistic attitude of mind and the same equanim- 
ity in the contemplation of death. Being alone 
one day with his doctor, he asked him his 
candid opinion as to the result. “Do not flat- 
ter me with vain hopes; I am not afraid to 
die and can therefore hear the worst.” He 
gave expression, too, more than once to a 
premonition of death. He was but fifty-two 
years of age when he wrote to Lafayette, “I 
have often asked myself as our carriages sepa- 
rated whether that was the last sight I would 
ever have of you, and, though I wanted to 
answer ‘no’ my fears answered ‘ yes.’ In 1797, 
writing to another friend, he said, “To culti- 
vate my farm, which requires close attention, 
will occupy the few years, perhaps days, I may 
be a sojourner here,” and in September, 1799, 
in a letter to Colonel Burgess Ball, “I was 
the first and now the last of my father’s chil- 
dren by the second marriage. When I will 
be called upon to follow is known only to the 
Giver of Life. When the summons comes, I 
shall endeavor to obey with good grace.” And 
did man ever obey with better grace? Afflicted 
with a malady of the most painful and dis- 
tressing character, he exhibited a patience and 
fortitude rarely seen, And mark through it 
all his never failing courtesy, his thought for 
the comfort of those about him, rather than 
for his own, and his sincere gratitude for serv- 
ices rendered him. 

Truly, as he lived the life of a great general, 
and patriot, statesman, he died the death of 
a Christian gentleman. 

The Rochambean. 


THE DEBATABLE FIELDS OF PUBLIC 
HEALTH ACTIVITY.* 


By E. G. WILLIAMS, M. D., Richmond, Va. 
State Health Commissioner. 


At the last meeting of the Medical Society 
of Virginia, I read a paper entitled, “The 
Legitimate Boundaries of Public Health Ac- 
tivities.” The object in writing this paper was 
to bring before this organization certain ac- 
tivities of the State Board of Health so that 
they could be discussed and an expression of 
opinion obtained from the organized medical 
profession as to whether or not such activities 
should be continued. 


*Read before the fifty-seventh annual meeting of the Medical 
Society of Virginia, at Norfolk, October 12-15, 1926. 


[January, 


At that time opposition by those interested 
in private laboratories was voiced against only 
one of the activities, namely, the free Wasser- 
mann examination by the State laboratory. 

The vote following the discussion was over- 
whelmingly in favor of continuing the free and 
unrestricted Wassermann examination. Per- 
haps the other phases of the work were not 
discussed at that meeting due to the lack of 
time. 

It is mainly my purpose in this paper to 
bring before you certain phases of the work 
which might be justly criticised and ask for 
discussion of same. Before entering upon a 
consideration of the activities, I should like 
briefly to explain the three jurisdictions of the 
public health field, namely, the Federal, State 
and Local. 

The jurisdiction of the Federal Government 
is limited by the constitution to inter-State 
traffic and matters of common interest between 
the states; also between the State and foreign 
governments, It has no jurisdiction, strictly, 
within a state, and its representatives come into 
a State upon the invitation, or with the ap- 
proval of the State authorities. However, the 
Federal Government is very helpful in public 
health matters to the State by its scientific 
research, investigations and demonstrations. 

Under the very able and efficient adminis. 
tration of the present Surgeon General, the 
service is of great help to all of the States, 
and the States always welcome the presence 
of representatives of the United States Public 
Health Service. I think I can say without 
fear of contradiction that no one questions the 
activities of the United States Public Health 
Service as not being legitimate, or as con- 
flicting with the rights and prerogatives of 
States or of the medical profession. 

The jurisdiction of the State Public Health 
authorities extends to the confines of the State 
and is limited only by its financial resources, 
the statutes and the special charter provisions 
of the cities. The authority of the State Board 
of Health is so much larger than its resources 
permit it to cover that it gladly leaves to the 
local communities as much of the burden of 
caring for the public health as they are able 
and willing to carry. 

The larger cities with their larger financial 
resources are usually abundantly able to give 
adequate protection to their citizens, but, on 
the other hand, the towns and counties are, as 
a rule, not able to make appropriations suffi- 
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cient to meet the health needs of the people. 
It is such communities that the State Board 
of Health feels that it must help to safeguard. 
It does so by co-operation. It helps the com- 
munities that need help and that are willing 
to help themselves. It does not necessarily 
go where health work is most needed except 
to offer its assistance to such communities on 
a co-operative basis. 

The term Public Heaith is so broad that it 
is manifestly impracticable for one department 
to cover all the activities designed to safeguard 
the health and lives of the people. Among the 
health activities that are by statute placed un- 
der other departments of the State govern- 
ment are the supervision of food supplies. 
This is placed under the department of agri- 
culture. The protection of the health and safety 
of those engaged in industry is under the 
Labor Commission. The supervision of drugs 
and the licensing of pharmacists are under the 
Board of Pharmacy. The licensing of doctors 
is under the Board of Medical Examiners. 
The licensing of trained nurses is under the 
State Board of Examiners of Nurses. The 
general supervision of institutions for the care 
of the indigent and sick is under the State 
Board of Public Welfare. Some have argued 
that the State Board of Health should have 
charge of protecting the people against the 
narcotic evil but this problem along with its 
colleague, prohibition, is properly placed un- 
der the police jurisdiction. 

I will first briefly review those legitimate 
activities of the State Board of Health which 
are, I believe, without opposition. 


When the State Board of Health was re- 
organized, the principle which guided those 
in charge of the work was that the activities 
should be limited to those measures which 
would protect all of the people in contradis- 
tinction to measures that were aimed for the 
benefit of the individual. The duty of the 
health officer is to all the people, the duty of 
the practitioner of medicine is to the in- 
dividual, When the health officer deals with 
an individual, it is not so much for the bene- 
fit of that individual as it is to prevent that 
individual from endangering the public. It 
is sometimes necessary to public health for the 
individual to suffer in order to protect the rest 
of the people; for example, the victim of 
smallpox, or of any communicable disease is 
subjected to the inconvenience and discomfort 
of quarantine in order to protect the public. 


The most important duty of a health depart- 
ment is to educate the people as to the causes 
of disease and the means of prevention. This 
should be continued until such information be- 
comes common knowledge. 

For the control of diseases it is necessary to 
have the reports of cases, as well as of deaths. 
A system must be established for the collection 
of morbidity and vital statistics, and so we 
have the Bureau of Vital Statistics. 

To aid in the prompt diagnosis of com- 
municable diseases, laboratory service must be 
available, At the public health laboratory ex- 
aminations are made to aid in the diagnosis 
of only the communicable diseases. Examina- 
tions are not made for the diagnosis of non- 
communicable diseases, as cancer or diabetes. 
In the laboratory, examinations are also made 
to determine the safety of drinking water. 

The health officers must be prepared to study 
the outbreaks of communicable diseases to de- 
termine their cause and to apply prompt 
measures for their control, Among _ these 
measures is the free use of vaccines and pre- 
ventive biologics. The State does not make 
provision for free biologics, preventive or 
curative, but many cities and counties do, and 
properly so, for the use of preventive bio‘ogics, 
as vaccines, is the most effective and economi- 
cal method of controlling certain diseases. 

To illustrate, with smallpox we know that 
quarantine can not be relied upon to prevent 
the spread of this disease. Vaccination alone 
is effective. The health officer knows that the 
surest and most efficient method of control is 
the use of vaccines. For this reason it would 
seem proper that the health officers should be 
permitted to administer the vaccines for 
smallpox and typhoid fever free; also toxin- 
antitoxin for diphtheria. Option, of course, 
should be given at all times for individuals to 
have such preventives administered by the 
family physician. 

It is feared that if the health officers did 
not make full provision for these preventives, 
few people would go to their physicians for 
the service, and these diseases would be far 
more prevalent than they are now. 

One of the primary duties of the health de- 
partment is the supervision of the water sup- 
plies and sewage disposal and the abatement 
of nuisances dangerous to the public health, 
such as breeding places of disease-bearing in- 
sects, as mosquitoes. This supervision should 
cover private, as well as public water supplies 
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and sewage disposals, because these never affect 
individuals alone, but always have influence 
upon more than one person, or upon more than 
a single family. For this reason, public and 
private water supplies and sewage disposals 
and nuisances should come under the super- 
vision of a public health department. The 
epidemiological work, for the control of com- 
municable diseases, must be among the activi- 
ties of the public health department. 
Sanatoria are operated for victims of tu- 
berculosis. Every victim is a potential dan- 
ger to others. There are from 20,000 to 30,000 
patients in Virginia. It is manifestly impos- 
sible to segregate or quarantine the victims. 
With the very limited capacity of the Sana- 
toria the problem was how to do the greatest 
good with the resources available, The prin- 
ciple adopted has been to use the sanatoria 
as educational institutions, to teach the pa- 
tients the nature of the disease, its causes, 
means of transmission and cure, and to have 
as many patients as possible come under the 
influence of the sanatoria, so that they can 
go out from the sanatoria prepared to con- 
tinue the treatment at home without danger 
to others. With the present demand for ad- 
mission the sanatoria can not be used as segre- 
gation hospitals. The institutions can do the 
greatest good by taking the curable cases and 
limiting ‘their stay so ‘that more victims can 
be benefited. U Tnquestionably, it would help 
the cause greatly if there were more beds to 
care for advanced cases to segregate them, but 
our problem is to do the greatest good with 
‘the limited facilities. 
' I would now enter upon fields of activities 
of the health department that can perhaps be 
justly criticised. These are clinics for the 
diagnosis and treatment of diseases other than 
those that are communicable. These fields 
have developed since the war. An examina- 
tion of school children and the draft examina- 
tions of citizens for the war revealed an as- 
tonishingly large amount of physical dis- 
ability among the people. This question neces- 
sarily arose. Should the government feel the 
responsibility for the physical condition of the 
citizens? If it had a responsibility, how should 
it be met? Furthermore, if the government 
undertook the education of the children, should 
it not endeavor to see that the children were 
in the proper physical condition to receive the 
education, because it costs more to educate a 
child that is physically unfit? A large pro- 
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portion of the children are physically unfit 

Many of them are unable financially to hay. 
the physical defects corrected. For some who 
are financially able, no facilities are available: 
for example, more than 90 per cent of th» 
school children have dental defects; seventee, 
of the one hundred counties have no dentists: 
sixteen counties have only one dentist: and 
thirteen counties have just two each. The 
significance of these figures may be best un- 
derstood through this statement: In the forty 

six counties above noted, there were abou' 
700,000 people with forty-two dentists to mee 
their needs. 

The State Board of Health was cognizant 
of this situation and realized that it was not 
in accordance with its policy to provide re. 
lief for individuals when such individuals were 
not a menace to the public. Yet here was a 
condition affecting a large number of citizens 
that could not for one reason or another get 
relief without government aid, not necessarily 
financial, There was no government agency 
empowered to give relief, no one to whom we 
could pass the “buck.” It was a professional 
and medical matter and the State Board of 
Health had more professional men on its staff. 
so for these reasons the State Board of Health 
assumed the responsibility and has proceeded 
to attempt to meet the needs of the people un- 
til more satisfactory arrangements can be 
made. 

The State Board of Health asked the State 
Dental Association for advice. A committee 
of the association was appointed and a remedy 
recommended. Their solution has worked so 
satisfactorily that last year 46.376 dental de- 
fects were corrected, according to their plan. 
among the school children of Virginia. This 
work has been done with the unanimous ap- 
proval of the Virginia State Dental Associa- 
tion. 

An inspection of several thousand school 
children showed that the majority needed 
operations for tonsils and adenoids. This mat- 
ter was brought to the attention of the State 
Society of Eye, Ear and Throat Specialists 
with the request that they suggest how relief 
could be brought to these children. We are 
still waiting for advice and, until we do have 
advice from them or from the Medical Society 
of Virginia, the State Board of Health does 
not expect to assume any responsibility for the 
conduct of tonsil and adenoid clinics. At pres- 


ent tonsil and adenoid clinics are held by vol- 
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untary agencies or by local health departments. 

It is estimated that there are in the State 
of Virginia twenty to thirty thousand victims 
of tuberculosis. Each of these is a potential 
source of danger to us, Furthermore, many in 
the early stages could be cured if their condi- 
tions were promptly and properly recognized. 
In order to reach these victims we began the 
conduct of chest clinics. In 1925 these were 
held in sixty-eight counties of Virginia; 8,818 
people were examined; 1,998 were found to 
have tuberculosis; 6,507 were discovered with 
other physical defects. All of these were urged 
to visit their family doctors. There were 
found 8,027 who were not under the care of 
a doctor. 

These clinics are held by doctors who are 
specialists, trained for this work. They are 
not permitted to treat any patients nor to re- 
ceive fees for their services. If physical de- 
fects are found, the patients are urged to go 
to their doctors for treatment. No clinic is 
held in any community until every doctor in 
that community is visited and his co-operation 
sought. When doctors understand the nature 
of the clinic, they do not object. They are 
benefited because new patients are put under 
their care for treatment. The patients them- 
selves are benefited and the public is pro- 
tected. 

The Child and Infant Welfare Clinics are 
conducted by specialists in children’s diseases. 
The mothers are given verbal and printed di- 
rections for the care of their children, If any 
physical defects are found, the mothers are 
urged to take their children to their family 
physicians for treatment. 

Special effort is made to reach the pre- 
school children in order to have them physi- 
cally fit before they are sent to school. Those 
conducting the clinic make every effort to im- 
press upon the mothers the importance of hav- 
ing the family doctor keep watchful care over 
the child. 

Orthopedic clinics are conducted jointly by 
the State Board of Health and the State 
Bureau of Industrial Rehabilitation for adults 
and children, This plan was worked out fol- 
lowing conferences with the ten orthopedic 
surgeons in the State. The professional serv- 
ices rendered in these clinics is done by the 
ten orthopedic surgeons, each having his own 
(istrict. Some of the patients are treated at 
the clinic and those able to pay are referred 


to their doctor, or are treated privately by an 
orthopedic surgeon. If they are able to pay. 
they may go to any hospital they may prefer. 
If they are unable to pay for hospital care. 
they can be admitted to one of the State sup- 
ported teaching hospitals connected with 
either the University of Virginia or the Medi- 
‘al College of Virginia. The appropriation 
of twenty-five thousand doilars made to the 
State Board of Health for orthopedic cases is 
spent for the hospitalization of indigent crip- 
ples at one or the other above mentioned in- 
stitutions. 

During the war the Federal, State and Lo- 
cal Governments assisted in maintaining ven- 
ereal clisease clinics. At present neither the 
Federal nor the State Government assists in 
such clinics, some of which are maintained by 
certain local health departments or hospitals. 

There is another field of health work that 
official bodies have not taken up but which in 


, the course of time may be brought to the front 


for consideration. Up to the present time the 
span of life has been lengthened by reducing 
the diseases that carry off the people under the 
age of fifty. The expectancy of life of those 
beyond fifty has hardly been touched, although 
more people now reach that age. The pro- 
lohgation of life of those over fifty is a mat- 
ter of personal, not public health, The sick- 
ness and death of those over fifty are probably 
due to improper personal hygiene or focal 
infection, or endocrine disturbance, and can 
be avoided by following proper advice of per- 
sonal hygiene suitable to each individual or 
finding out and removing the focal infection. 

Already volunteer agencies are entering this 
field of service in some places. This is a field 
in which the regular profession is concerned 
and it should take an active interest in the 
situation. 

I have thus briefly brought up some of these 
problems in which the medical profession is 
concerned and in which government doubt- 
less has some responsibility. It might be men- 
tioned that as the State contributes largely 
to the medical schools to educate doctors, 
should it not also be concerned in making the 
services of the doctors available to all the peo- 
ple? It is not to be expected that the doctors 
should render services without adequate com- 
pensation or that services should be given free 
to any one able to pay, but the services. should 
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be available to all the people in accordance 
with their ability to pay. 

How may the professional services of doc- 
tors be made available to people in the sec- 
tions where there is a scarcity of doctors and 
specialists, and through what government or 
volunteer agencies? 

Shall the State Board of Health assume the 
responsibility? Shall it be the State Board 
of Public Welfare (formerly the State Board 
of Charity and Corrections), or shall it be 
as extension work of the Medical Schools, or 
shall such responsibility be left to the Ameri- 
can Red Cross, the Civic Leagues, or other 
volunteer agencies? If some proper agency 
does not bring professional services to the peo- 
ple and meet their needs, such field will be 
taken by advertising quacks and fakirs. Al- 
ready this is taking place in parts of the State 
where regular medical service is not available 
to the people. This is as inevitable as the 
fact that weeds will grow in a garden that is 
not properly cultivated. 

The medical profession has a deep interest 
in this situation. It can take the lead in solv- 
ing the problems. Its best interest should be 
the interest of the people and humanity. At 
the present time the State Board of Health 
is attempting to work it out. This is not be- 
cause it thinks it knows the solution or thinks 
it is able to do it better than others. We think 
the medical profession ought to solve it. The 
State Board is more largely composed of medi- 
cal graduates than any other State Board. 
We would most cordially we:come the organ- 
ized medical profession in this field and would 
either co-operate with them to the utmost or 
even turn the problem over to them for ad- 
ministration. If they will not take it over, 
we would most earnestly ask their sympathetic 
interest and constructive criticism and posi- 
tive assistance. Our civilization is advancing. 
The social order is demanding for the people 
the rights and benefits of a protecting govern- 
ment whose fundamental function is to give 
to its citizens safety in the pursuit of happi- 
ness. When modern medical science offers 
longer life, security against sickness and suf- 
fering and a fuller enjoyment of physical 
strength and welfare, the people are going 
to demand these privileges for themselves and 
their dependents. The medical profession 
holds in its possession this golden bowl of 
blessings. Will it voluntarily offer it to the 
people of the land? 
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DISCUSSION 

Cot. C. R. KeiLey, State Health Department, Rici- 
mond:—I had hoped that I should be able to talk 
later, when or if objections to Dr. Williams’ paper 
had been urged; but I appreciate greatly the com- 
pliment extended to me in being asked to talk to it 
at any time. 

I am not in the least inclined at any time to give 
hot air, and when I tell you, gentlemen, that from 
the very inception of the State Board of Health the 
one constant and continuing purpose of that board 
has been to avoid absolutely any idea of State medi- 
cine, it is not because I am talking to a society of 
doctors, who necessarily are vitally interested in 
that question. We people who are doing the health 
work there in Richmond know that we should not 
have as fine a medical society in Virginia as we 
have today and as fine a profession in Virg-nia as we 
have today if the State should start to hiring well 
paid rivals to you. Necessarily your ambition would 
be lessened, and new, ambitious men would not come 
into the field. That is one reason. 

Then we are prompted by a second reason, which 
is a very intelligent self-interest. This view was 
taken long before I came into health work in Vir- 
ginia. We can not hope to do our work, we can not 
hope to extend our work without the help of the 
physician. We can not fight the doctors. In the 
country districts the local doctor is a leader of men. 
Our policy is to help the public, but our policy is 
not to hurt the doctor; on the contrary, it is to 
help the doctor. 

We have three kinds of clinics, which are very 
clearly demarked. One is the preventive clinic. It 
may be questioned if a medical society or a large 
proportion of the medical members of a community 
object to our giving or administering free, the bene- 
ficiary paying generally for the materials, the pre- 
ventive vaccine. I think that is very seldom objected 
to; there is practically no objection to our preventive 
clinics anywhere—typhoid, smallpox and toxin-anti- 
toxin. Then, again, we have diagnostic clinics, clin- 
ics not for treatment but for diagnosis only. I can 
not understand why the general practitioner objects 
to our T. B. clinics. The doctor has had under his 
care a case showing fatigue, slight weakness and 
possibly some loss of weight, but which he does not 
think indicates tuberculosis. He sends the case to 
the clinic, and the clinician says it is a suspicious 
case and refers the patient for further examination 
and study. Now, if the clinician should say in a 
suspicious case that it is tuberculos’s and we are 
informed about it, that clinician will not be with 
us long. We do not give advice in our clinics ex- 
cept ordinary advice as to fresh air and rest, and 
very little of that. We tell the patients to report 
to the family physician and we report privately to 
the physician. 

As to tonsil-and-adenoid clinics, we have none; 
we would be discussing something which is non- 
existent. I heard some comment in an undertone 
some time ago, when Dr. Williams made that state- 
ment. We can not prevent nor can you prevent any 
volunteer organization from having a clinic of any 
kind anywhere, but we can prevent and do prevent 
our people from having any part in it. It has hap- 
pened in the past, I am sorry to say, that even when 
the local medical society objected such clinics have 
been held; but that can not happen in the future. 
We are putting more and more power in the hands 
of the local medical profession, especially local health 
boards. 

As to the child-welfare clinics, there has been some 
objection to them. Some of the objections are well 
founded, but they can hardly be traced to any mal- 
feasance or misfeasance on our part. Charitable 
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people put up a lot of money and, being all dressed 
up w:th nownere to go, put on clinics. The women 
some tame ago became obsessed with the idea of 
clinics; they wanted every child diagnosed and cured 
at those clinics. We do not do any curative work; 
all we do is d.agnose, and I want to assure you that 
as rap.dly as possible we intend to turn over the 
child-weilare work and tuberculosis work to the local 
medical soc.ety. 

I think our health work in Virginia as conducted 
by Dr. Williams, is on such a plane as to disabuse 
any practitioner of the idea that we wish to take 
his prerogatives. We know that as the boundaries 
of medicait knowledge are extended each year and 
as new and better men come into the profession, we 
are go.ng to do more toward prolonging life. Every 
one of you here is an evangel of public health. There 
is not a doctor in this room who does not tell people 
how to care for themselves and how to care for 
those around them. We want your help and want to 
do absolutely everything we can to help you boost 
your practice, if I may use that expression, because 
your work is what ours aims to be, the cutting 
down of the incidence of sickness and the length- 
ening of life in Virginia. 

Dr. J. W. Preston, Roanoke:—Dr. Williams, as 
Health Officer, is better acquainted with the diminish- 
ing supply of physicians in rural districts than most 
of us, but we who are connected with the Board of 
Medical Examiners have it constantly impressed 
upon us. 

The physician, along with the blacksmith, carpen- 
ter and country store-keeper, has been caught in the 
economic drift to the City. Preventive Medicine has 
practically made epidemics such as Typhoid, Dysen- 
tery, and Diphtheria things of the past. Sanatoria 
ere caring for the Tuberculous and have tremen- 
dously limited its spread. Chronic diseases amenable 
to surgery are cured as never before. So upon the 
whole, aside from the lessening population in rural 
districts, the incidence of diseases and the disorders 
treated at home is very much less, so that fewer 
physicians can be supported comfortably in such dis- 
tricts. 

People move faster nowadays; a progressive physi- 
cian finds it difficult to content himself, certainly 
in such country districts as have poor roads, where 
half to two-thirds of his time is spent in going to 
and from his patients, when in a better section of 
the country he could spend a greater portion of his 
time in closer contact with those who are accom- 
plishing more for themselves and families, at least 
in an intellectual way, if not financially. As a re- 
sult, as the older men die, younger men are not 
taking their places in the rural sections. 

It cannot be held that the Examining Board of 
this state has become too exacting, for you will 
doubtless be interested to know there has not been 
a single failure before the Board within the past 
three years, thanks to the better work being done 
by the Medical Schools, and the better pre-medicai 
training. The Medical Schools are almost without 
exception filled to capacity and more men are being 
graduated than five years ago, but they are not locat- 
ing in the rural districts. 

What is to be done? I know that Dr. Williams 
is doing the best that he can to meet the situation. 
He maintains a directory of rural sections in most 
need of physicians and endeavors to direct inquiries 
of those who wish to come into the state, or who 
wish to change their location to such localities. He 
is endeavoring to train the country people in the 
fundamental laws of health and the rudiments of 
nursing and has made wonderful progress. 

It has been suggested that men from the lower 
grade schools who cannot meet the requirements 


for practice in the more thickly populated centers, 
be allowed to practice in the rural sections. It has 
further been suggested that medical courses be short- 
ened for those consenting to practice in such locali- 
ties. Theoretically, this sounds good, but it has 
been tried elsewhere and has not worked out in 
practice, since no means has been devised whereby 
such men can be prevented from moving. Another 
argument against it is that people in the rural dis- 
tricts are as much entitled to high grade practition- 
ers as those elsewhere. The problem is much broader 
and deeper and in my opinion will not be met until 
through state agencies or otherwise rural communi- 
ties are awakened to two fundamental propositions: 

The one, basic to all development, public schools 
that can compete with those in the centers; the 
other, a network of roads that can be traversed at 
all seasons which is of equal importance in so far 
as a physician is concerned. With these things ac- 
complished in rural sections, the economic drift from 
the centers back to the country must and will sooner 
or later turn. 

The creation of a loan fund, in addition to the 
scholarships now offered by the Medical Institutions 
of the State, such fund to be placed in the hands of 
deserving students from rural districts with some 
stipulation that they practice in such districts at 
least until the money be refunded is perhaps worthy 
of consideration. Despite its evident dangers, it may 
be that the development of rural community hos- 
pitals is destined to play an important part in the 
future solution of the problem. 


THE MEDICAL PROFESSION OF VIR- 
GINIA AND STATE MEDICINE. 


By J. SHELTON HORSLEY, M. D., Richmond, Va. 
President of the Medical Society of Virginia. 


All over the United States there comes the 
cry from the ranks of the regular medical 
profession of the tendency toward state medi- 
cine and of the infringement of state medicine 
upon the rights and privileges of the indivi- 
dual doctor. That this condition actually 
exists admits of no denial. The situation must 
be faced and some remedy for it devised. 

First of all, we must realize that the ulti- 
mate object of the medical profession, whether 
expressed through the efforts of state medicine 
or through the practice of individual doctors, 
is to save human life and to relieve human 
suffering. This is not a mere academic state- 
ment; it is the practical principle upon which 
the existence of the medical profession de- 
pends and any legislation or rules and regu- 
lations that ignore this principle are ‘based 
on false premises and should fail. There are, 
however, many honest differences of opinion 
as to the best method by which this object can 
be attained. It must be remembered, too, that 
such aims are extensive in scope. They in- 
clude not only physical organic suffering, but 
mental attitudes and the behaviorism of human 
beings. The practice of a certain amount of 
psychology, the correction of vicious mental 
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habits, the stimulation for a better moral life, 
are just as much a part of regular medicine as 
the treatment of pneumonia or diphtheria or 
the removal of a ruptured appendix. Natural- 
ly, with such a wide range no one individual 
can cover all the different departments, so 
that medicine has come to be divided into 
numerous specialties. With some it is a ques- 
tion whether there are not too many special- 
ties, but it is undoubtedly necessary that 
specialism must exist to some extent in order 
to attain the maximum benefit in many of 
these various lines of work. One of the most 
prominent, and one of the most alluring, 
specialties in recent years is public health 
work, It is not particularly remunerative for 
the individual who practices it, but the pros- 
pect of preventing sickness, of stamping out 
smallpox, diphtheria, typhoid fever and 
malaria, of preventing hundreds of cases of 
illness while the average practitioner would 
probably be curing only a very few, is enor- 
mously attractive. 


In the nature of things there must, of course, 
le not only prevention but cure. Sometimes 
it is difficult clearly to separate these two 
branches, though usually they admit of dis- 
tinct lines of division. In order to attain the 
greatest good it is necessary that preventive 
medicine, with such agencies as the State 
Health Department, and the general practi- 
tioner shall co-operate. This is not only neces- 
sary for idealistic purposes, but, practically, 
the people of Virginia have a right to demand 
the greatest relief from disease that can be af- 
forded them, and if for any reason the medi- 
cal profession of Virginia does not co-operate 
with the Public Health Department the peo- 
ple will eventually force matters so that the 
Health Department must dominate completely. 

The degree of enthusiasm and intelligence 
with which the individual doctor co-operates 
with public health movements stamps _ his 
citizenship. At the same time it is equally 
essential for the State Health Department to 
reeognize the rights of the individual doctor 
and give him every opportunity to assist in 
the work of preventive medicine. If after 


these opportunities are granted he will not as- 
sist, the only thing the Health Department can 
do is to protect the people even if it becomes 
necessary to inflict some real hardship upon 
the individual practitioner. 

That the State Health- Department should 
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as a general policy co-operate with the indi- 
vidual doctor is obvious. Every doctor is to 
some extent an unconscious health officer. 
‘ven though such remedies as diphtheria toxin- 
antitoxin can be administered by a nurse, there 
may be occasional instances in which even such 
simple remedies should not be given without 
a physical examination of the child. Then, 
too, in the question of diagnosis the doctor is 
indispensable. His recognition of cases of 
diphtheria, of scarlet fever, of tuberculosis, of 
appendicitis and of cancer is entirely necessary 
before intelligent treatment can be applied. 
Until some universal serum is invented to 
cure all diseases, the family physician and the 
general practitioner are essential parts of any 
movement for the maintenance of the health 
of the people. 


I have recently heard that Dr. E. G. Wil- 
liams, the head of the State Health Depart- 
ment of Virginia which has done such splen- 
(lid work, has in mind a campaign for the 
administration of the toxin-antitoxin of diph- 
theria that should practically eliminate diph- 
theria in the State of Virginia. This remedy 
is a type of vaccine along lines somewhat simi- 
lar to that for the prevention of typhoid fever. 
One immunization comprising three injections 
produces immunity from diphtheria for an in- 
definite period of time in about 87 per cent 
of all patients. In the remaining 13 per cent 
subsequent immunizations may be required. 
This administration is simple and can be given 
by any one competent to give a hypodermic 
injection. 

The universal administration of this remedy 
to chiidren would stamp out diphtheria. The 
question is, how may it best be administered ! 
Would it not be preferable to have the doc- 
tors in each county organize among themselves 
as a county medical society and let each doc- 
tor be responsible for the families upon which 
he practices and see that these children are 
properly given this serum, and then report 
to the Health Officers, than to have outsiders 
take entire control? Cases that cannot be 
reached in this way may be immunized at gen- 
eral clinics throughout the county held under 
the supervision of the doctors of the county. 
Patients who are not able to pay should be 
given the treatment free. Those who are able 
to pay, and particularly when it seems neces- 
sary that an examination of the child be made, 
should of course pay whatever fee the attendl- 
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ing physician thinks just. The medical pro- 
fession of every county, however, should see 
that every child within the limits of that 
county has received this immunization. 

If the medical profession will co-operate, I 
believe the State Health Department stands 
ready to help in every way it can. If each 
county, or several counties grouped together, 
wi.l arrange a meeting of their doctors, the 
Health Department will send experts to give 
them a clinic, not only to talk, but to show 
how the diphtheria toxin-antitoxin or any 
other of the newer preventive remedies, such 
as smallpox vaccination without an abrasion, 
can be administered. I have the assurance of 
the officers of the Health Department that 
they will be delighted to do this. In this man- 
ner preventive measures can be carried out un- 
der the general supervision of the Health De- 
partment, through the medical profession, and, 
first and foremost of all, the chi:dren and 
the people will be protected. 

If the medical profession will co-operate in 
this way, the individual prestige of each doc- 
tor will be preserved, it will be a visible demon- 
stration to the laity of the desire of the medi- 
cal profession to live up to its professed idea's, 
and the opportunity for extending its influence 
and of increasing the power for good of its 
members will not be neglected. If, however, 
the medical profession will not do this, the 
public and the legislature will probably de- 
mand that measures for the prevention of 
diphtheria and other diseases be taken rezard- 
less of how it affects the doctors who do not 
seize this big opportunity that assistance in 
these matters will give. 

May I earnest:y suggest that the officers of 
every county medical society and of every dis- 
trict medical society, and, in counties where 
there are no organized medical societies, that 
the individual physicians, write to the State 
Health Officer assuring him of their willing- 
ness to co-operate in this matter and at the 
same time offering any suggestions or criti- 
cisms that they may care to make? Every 
death from diphtheria that occurs through un- 
necessary delay is a direct reproach upon the 
medical profession in Virginia. Let us, then, 
take advantage of this magnificent oportunity 
at the earliest possible moment. 
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THE ROENTGEN RAY TREATMENT OF 
SUBACUTE INFECTIONS.* 

By VINCENT W. ARCHER, B. S., M. D., University, Va. 
From the Department of Roentgenology, University of Virginia 
Hospital. 

During the past year or so, there has been 
considerable discussion concerning the treat- 
tment of infections by radiation, Hodges, in 
1924 and 1925, reported very good results in a 
series of carbuncles treated in this manner. 
It is the feeling of many roentgeno‘ogists, that 
we have in the ray a modality which is of dis- 
tinct value as a local stimulating agent, and it 
was this feeling which led us to try sma.] doses 
in the treatment of sub-acute infections. Our 
theory was that in any subacute infection there 
is a slight imbalance between the relatively 
low virulence of the infecting organism and 
the resistance of the local tissues, with the bal- 
ance in favor of the organism. If this be ac- 
cepted as true, then, by stimulating the local 
tissues, we should be able to throw off the in- 
fection. This we attempted, using the roent- 
gen ray as the stimulating agent. 
In our series we have had severa: carbuncles, 
in which the results were uniformily good, but 
since this phase of the subject has been so 
thoroughly covered by Hodges, Dunham. 
Richards, Lewis, and others, this group will 
only be mentioned in this paper. Aside from 
carbuncles, we have treated twenty-four cases 
of subacute infections, all of which showed 
more or less cellulitis, and with only three ex- 
ceptions we have felt that there has been a 
distinct improvement, which would not have 
been expected in the course of the infection 
when treated in the usual manner. This im- 
provement is manifested in shortening mate- 
rially the period of the infection, almost in- 
variable relief from pain, and the establish- 
ment of drainage through the preliminary in- 
cisions. 
We have had four cases of the type of in- 
fection seen so frequently in old, dilapidated 
people, consisting of diffuse infection of the 
dorsum of the hand, and it was a case of 
this type which we treated in March, 1924, 
that made us first follow up this line of 
therapy. Since this case is of peculiar inter- 
est in this respect, it will be reported briefly. 
Case 1—Mr. J. P., seventy years old, had had an 
infection cover'nz the ent.re dorsum of the left hand 
for a per od of about sx weeks. It had been widely 
inc:sed tw.ce, with no apprec‘able improvement. The 


man had been returning every two or three days 
for soak ng in antiseptics, and to have h’s dress ngs 


*Read hefore the fifty-seventh annual meeting of the Medical 
Society of Virginia, at Norfolk, October 12-15, 1926. 
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changed, with no signs of improvement. As a last 
resort, and as a result of several conversations con- 
cerning the theory of stimulation by the ray, the 
case was turned over to us for roentgen treatment. 
One-fourth of a skin unit of unfiltered radiation was 
given, and the patient was told to return in a week. 
When he returned, the incisions had healed and the 
surgeons discharged the case as well. 


As this was the first case, we thought that 
the healing might have been a coincidence. 
The other three cases of this same type of 
infection which have been treated, led us to 
believe that the ray was responsib‘e, for two 
of these healed immediately, and the third 
showed a marked improvement. We wished 
to treat this last case again, but on account of 
the patient’s fear of X-ray in general, we 
thought best to let it alone. This last case 
showed a peculiar reaction in that the inci- 
sion which had been perfectly dry for eighteen 
hours prior to treatment developed a serous 
ooze after a four minute treatment, to such an 
extent that it covered the dorsum of the hand. 


Case 5—Treated, but died as result of pneumonia 
soon after, and will consequently be disregarded. 

Case 6.—Thyroiditis, in which an incision was 
made, but no pus found. Th’s condition had lasted 
for about two weeks prior to treatment, with a tem- 
perature ranging from 99.5 to 101 F., having a tem- 
perature of 100 the day before treatment. A few 
hours after treatment, there was a profuse discharge, 
and the temperature went to subnormal, and did 
not return above normal while the patient was in 
the hosp'tal. The case was discharged as “well” 
one week following treatment. 

Case 7.—Ludwig’s angina in a child three years 
old. The child had cyanosis and dyspnoea and a 
large submental indurat on. An incision was made, 
but no drainage obtained. A treatment on March 
30th was followed immediately by a copious discharge, 
and the patient was discharged on April 4th as 
“well.” : 

Cases 8, 9, 10.—Cases of cellulitis of the neck. Two 
of these were not incised and did not break down and 
localize for some time. The other one was inc’sed 
and treated promptly, and soon began to discharge, 
improving almost immediately. 

Case 11—Axillary cellulitis. Miss K. G., age 19. 
Incision and drainage with no results. Treatment 
with the ray followed by prompt drainage and loss 
of induration. The same area, however, again be- 
came indurated and was treated twelve days later 
with the same results, and again eighteen days after 
this with similar effects. This case is quite interest- 
ing in that it practically eliminates co'ncidence, since 
in the same treatment throughout, on three occa- 
sions, the induration disappeared, and there was a 
copious discharge immediately following treatment. 

Case 12.—Infection of the alae of the nose, almost 
earbuncular in appearance. This drained profusely 
and in four days was well. 

Case 13.—Cellulitis of the bridge of the nose. In- 
cised from within without obtaining any discharge. 
Treatment with the ray. Returned in two days for 
observation and was discharged as well. 

Cases 14, 15, 16—Furunculosis with cellulitis and 
without definite’ pointing. All improved, and local- 
ized very soon after treatment. 

Case 17.—Recurrent furunculosis 10 to 12 in num- 
ber, on the back, recurring every three or four weeks. 
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Six treatments were given, after which the patient 
was discharged, during last January. There has 
been no recurrence since that time. 

Case 18.—Cellulitis of finger. Treated, but unable 
to follow up on account of the patient’s leaving town 
We heard that she was much improved when she 
left, but have been unable to verify this. 

Case 19.—Furunculosis of left nostril, with cellu 
litis of left orbit, in a child four years old. When 
first seen, had a furuncle on left nostril, with left 
eye almost closed by edema of entire left side of face 
Treated, with no improvement, dying two days later, 
the entire face being involved at that time. 

Case 20.—Cellulitis of scalp, from orbit back to 
auricle, following puncture with stick several weeks 
ago, and had been draining since. Two weeks after 
treatment, the drainage had ceased and the patient 
was discharged as “well.” He has just come back 
with a recurrence, and is now being treated again 
(one month later). 

Cases 21, 22—Cellulitis of the side of the face, 
both apparently originating in infected teeth. These 
were red and markedly swollen and painful when ad- 
mitted to the hospital. These were incised and 
treated immediately. According to the surgeons in 
charge of these cases, the duration of the infection 
was much shorter than would have been expected 
following the usual routine. Both were discharged 
as well in two weeks. 

Case 23.—Cellulitis of the knee. Incised, treated, 
and discharged as well in three days 

Case 24.—Extensive lymphangitis of foot following 
infection on the dorsum of the second toe. A very 
small incision was made in the toe, the entire foot 
was treated, and the redness was all gone in two 
days. There was no change from the treatment 
which had previously been given except incision and 
roentgen treatment. 


The dosage in these cases varied from one- 
fourth to one-half skin unit, some being given 
filtered and some unfiltered, depending on the 
depth of the induration. 

Our work, up to the present, has been con- 
fined entirely to the clinical side of this prob- 
lem, but we hope at a later date to present 
some experimental studies along this line. A 
great deal of work has been done on the bio- 
logical action of the ray, and it would not 
be amiss to briefly summarize the experimen- 
tal and clinical data which has a bearing on 
this type of treatment. 

Pohle, by use of the skin microscope, using 
50 per cent of a skin unit dose, shows paralysis 
of the capillaries in six hours after exposure. 
This reaches a maximum in twenty-four hours, 
and then for some days appears and disap- 
pears in cycles, ranging from normal to dila- 
tation. 

Fried reports an increase in the formation 
of bactericidal substances. 

Siedamgrotsky showed a greater perme- 
ability of the capillary walls at first, followed 
by a decrease. 

Passow. Arnold, and Pauli demonstrated the 
bactericidal action of cathode rays on a rab- 
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bit’s eye infected with staphylococci and B. 


coli. 

Ewing stated that it was his belief that 
radiation increases the permeability of the cell 
membrane. There are also vascu.ar changes, 
according to him, consisting of hyperemia, 
with vaso-dilatation and exudation of serum 
and leucocytes. He is convinced that practical 
irradiation acts very largely through the vas- 
cular disturbances in the parts treated. 

Purely from clinical observations, we be- 
lieve that the increased drainage noted almost 
invariably in our series is dependent upon the 
vascular changes, and that the good results 
obtained are due to two factors. The first is 
that hyperemia is induced in the part exposed 
by increasing the permeability of the capil- 
laries. Secondary to this, there is a lavage 
of the infected part which carries away with 
it much of the toxic material. 


SumMary 

We feel that no de‘inite conclusions can be 
based on our small series of cases, but we 
feel that there has been marked improvement 
in certain cases of low grade infections, par- 
ticularly those in which no localization has 
taken place. We also believe that better re- 
sults wi:l be' obtained with preliminary inci- 
sion, even though there is neither fluctuation 
nor localization. 
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THE NORMAL KIDNEY.* 
By WILBUR M. BOWMAN, M. D., Petersburg, Va. 
INTRODUCTION 
A comprehensive knowledge of a normal 
organ is imperative in order to ascertain the 
extent of destruction or to reach a diagnosis 
from the pathological findings. 
the more essential in case of the kidney as 
there is perhaps no finer example in the human 
body of the inter-relationship of structure and 
function. The professor in pathology im- 
presses upon the student a phrase which he 
rarely forgets, namely, “know the normal 


*Read as part of the symposium on The "Kidney before ‘the 
Medical Association in Petersburg, Septem- 
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first.” To undertake to present the last word 
in regard to the kidney would be no more 
strange than to attempt a paper on brain 
operations, which subject rightfully be:ongs 
to some of the eminent specialists. I have 
nothing original to offer. The material con- 
tained herein is compiled from the important 
works of those who have labored to give us 
a true conception and new lines of thought. 
Therefore, if I can do no more than simply 
bring before you in a clear, concise form, or a 
review, so to speak, of the normal kidney in 
so far as it is concerned with our understand- 
ing of the pathological without necessitating 
an enormous amount of detailed and tiresome 
information, I shall feel grateful. 


GENERAL STRUCTURE OF THE KIDNEY 
The kidneys are situated in the posterior 
part of the abdomen, one on each side of the 
vertebral column, behind the peritoneum, and 
surrounded by a mass of fat and loose areolar 
connective tissue, Their superior extremities 
are on a level with the upper border of the 
twelfth dorsal vertebra, their lower on a level 
with the third lumbar, The right kidney is 
usually siightly lower than the left, probably 
due to the large size of the right lobe of the 
liver. The long axis of each kidney is directed 
downward and lateralward; the transverse 
axis backward and lateralward. 

Each kidney is about four and one-half 
inches in length, two and one-half inches in 
wicth, and rarely more than one and. one-half 
inches in thickness, The left is somewhat 
longer and narrower than the right. In the 
adu.t male the weight varies from 135 to 170 
grams; in the adult female from 115 to 155 
grams. The combined weight of the two kid- 
neys in proportion to that of the body is about 
1 to 240. 

The characteristic bean-shaped organs pre- 
sent for examination two surfaces, two bor- 
ders, and an upper and lower extremity. 

The kidney is covered by a firm, smooth, 
fibrous tunic which may be easily stripped off. 
A thin, unstriped muscular covering lies be- 
neath this tunic. A fatty layer invests the 
capsule, After the capsule is stripped off, the 
surface of the kidney is found to be smooth 
and of a deep red color, Though dense in 
texture, the organ is easily lacerable by trauma, 

A vertical section of the kidney parallel to 
its long axis extending from its convex sur- 
face to the hilum, readily shows the parenchy- 
ma to be composed of a superiicial narrow 
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cortex and a central or deeper portion—the 
medulla. The latter consists of a series of red 
colored, striated masses called renal, medul- 


lary, or conical pyramids which receive the 


urine from the uriniferous tubules that open 
upon their surface. The cortical substance is 
reddish-brown in coor, soft, and granular in 
appearance, It lies beneath the capsule, arches 
over the base of the pyramids, and then dips 
in between adjacent ones toward the renal 
sinus. The slit-like hitum of the organ opens 
into a deep or central cavity, the renal sinus, 
which is composed of the upper part of the 
renal pelvis and its subdivisions—the infun- 
dibula and calyces. The pelvis of the kidney 
is a funnel-shaped sac, wide above and narrow 
below where it joins the ureter. The expanded 
portion toward the renal parenchyma divides 
into two, sometimes three infundibula, which 
in turn subdivide into seven to thirteen calyces 
or cup-shaped tubes, each of which encloses 
the conica: apex of a projecting medullary 
(Malpighian) pyramid. 

The Medulla—This usually consists of from 
12 to 15 renal pyramids. Each apex is re- 
ceived into the extremity of a renal calyx 
though occasionally it may contain two papil- 
lae. The base of each pyramid, the boundary 
zone of the medulla, is imbedded in the adja- 
cent renal cortex. Thus each rena: or conical 
pyramid is divisible into two parts, a central 
free portion, the apical or papillary zone and 
the boundary zone. The latter contains only 
narrow tubules and is highly vascular while 
the papillary zone, relatively de*cient in blood 
vesse.s, contains the broad terminations of 
the uriniferous tubules, the papillary ducts, 
which converge toward the apex of the pyra- 
mid where they open into the calyces. 

The Cortex.—The cortex may be divided 
into several parts. The so-called medullary 
rays are the numerous dark lines or delicate 
columns which radiate from the base of the 
pyramids toward the surface of the kidney. 
The straivht portions of the tubules are con- 
tinuous with those in the boundary zone of 
the medulla. Jordan states that it would 
seem better to call these rays “cortical rays” 
instead of medullary as they lie within the 
cortex instead of the medulla, but are so 
named because of their peculiar relationship 
with the latter. 

That portion of the cortex containing the 
extremely tortuous tubules is characterized by 
the presence of the familiar small, globular 
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bodies, each of which contains a tuft of capil- 
lary vessels, these being called renal corpuscles 
or Malpighian bodies. These bodies are char- 
acteristic of the kidney. The renal labyrinth 
is that portion of the cortex including the 
renal corpuscles and the entire cortex except- 
ing the cortical rays. 

The Renal Lobule—In fetal and infantile 
life the kidney is de‘initely lobed. Although 
this condition is permanent in some animals, 
in man after the first year, the renal iobes com- 
pletely fuse, leaving scarcely a trace of the 
early lobed condition. 


The Renal Connective Tissue—The outer 
covering of the kidney has been previously 
mentioned under the general structure. In the 
connective tissue of the hilum are found the 
larger arteries and vessels, sympathetic nerve 
fibers, and a few small ganglia. Interstitial 
tissue in the interior of the organ, which is 
very scanty, ‘oosely invests the tubules. The 
tissue is slightly increased in amount about 
the larger blood vessels, the renal corpuscles 
of the cortex, and the small blood vessels of 
the boundary zone of the medulla. The large 
papillary ducts at the apex of the renal pyra- 
mids are invested in large quantity. 


Tue Urinirercus cr Renat Tusurrs 


Now to trace or follow the course of a urini- 
ferous tubule which is one of the characteris- 
tic features of the kidney. Bevinning in the 
cortical labyrinth as the capsule of a renal cor- 
puscle, the tubule then assumes a tubu ar form 
and pursues a tortuous course through the 
labyrinth and finally enters the boundary zone 
of the medulla. It is at this point that the loop 
of Henle is formed. The tubule is much re- 
duced in size, consists of a short, descending 
thin limb, a U-shaped loop, and a long as- 
cending or thick limb, The ascending portion 
recrosses the boundary zone of the medulla, en- 
ters the cortical ray, and returns to the region 
of its origin where it again becomes convo- 
luted. This portion is connected to a straight 
collecting tubule by a short arched tubule. 
The col.ecting tubules of the cortical ray ex- 
tend the entire length of the ray, uniting with 
others and receiving arched tubules along their 
entire course. Having cross the boundary zone 
of the medulla, the combined straiht collect- 
ing tubules form the large terminal tubules, 
or papillary ducts, which pour the urinary se- 
cretion into the calyces at the apex of the renal 
pyramid. 
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Tue CorPusciEe 

\lso characteristic of the kidney, of course, 
is the renal corpuscle or Malpighian body. It 
consists of a spherical tuft of capillary vessels 
known as the g:omerulus which, during the 
course of its development, is invaginated into 
the end of the uriniferous tubule. It is thus 
invested by a double layer of flattened epithe- 
lial cells known as the glomerular capsule (of 
Bowman). The surfaces of these two layers 
are almost in apposition. The visceral layer 
(inner) of the capsuce closely invests the en- 
tire glomerulus except at the entrance of the 
blood vessels which are opposite the neck of 
the capsule. The connective tissue uniting the 
capillaries within the glomerulus is very scanty 
and delicate. The epithelial cells of the vis- 
ceral and parietal layers are cuboidal in fetal 
life but become more and more flattened as de- 
velopment progresses. 

The glomerulus consists of an afferent and 
efferent artery. On entering the corpuscle the 
afferent vessel breaks up into capillaries wh.ch 
later unite and leave the corpuscle by the same 
route of entrance but as the efferent artery. 
Noteworthy in relationship to the intraglobu- 
lar blood pressure is the fact that the caliber of 
the afferent vessel is larger than that of the 
efferent. 

PuystoLocy 


The Functional Character of the Kidney.— 
In both development and structure the kid- 
ney differs from a.l other secretory organs of 
the body. It is of mesodermal rather than 
epithelial origin. The kidney exists to remove 
substances already present in the blood. It 
is concerned with the selective removal of rela- 
tively simple crystalloid waste products, in the 
maintenance of osmotic pressure, and reac- 
tion of the blood. Its synthetic products are 
hippuric acid and “probably a small amount 
of urinary ammonia” (Hench). With this ex- 
ception there is no definite fact which leads 
one to be.ieve that the kidney normally forms 
anything, although many efforts have been 
made to endow this organ with an internal 
secretion. In general, then, it may be stated 
that the kidney is almost excretory in charac- 
ter. Poisonous products are separated from 
the blood and excreted as urine. At the same 
time the kidney prevents the undue elimina- 
tion of food products and substances vital to 
the human body. 

The Relationship of Structure and Fune- 
tion.—The kidney is a compound tubular 
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gland. The structural parts of urine forma- 
tion consists of the glomerulus and the tubule 
—-2,000.000 such units existing in the human 
kidney. The glomerulus is so constructed that 
it should serve as a simple fi:ter. The epithelial 
cells in the tubules are of a type “consonant 
histologically with either secretion or absorp- 
tion or both.” The vascular system should be 
considered as a definite unit capable of local 
reactionary changes. Its structure within the 
glomerulus bears important relationship to 
glomerular pressure and urinary formation. 

The kidney is suppiied by both the vagus 
and splanchnic nerves which innervate chiefly 
the blood vessels. Our definite knowledge is 
concerned with the vasoconstrictor fibers that 
reach the kidney through the splanchnic 
nerves. There is no reliable evidence to show 
that either the vagi or splanchnics supply se- 
cretory fibers to the kidney. 

Theories on Urinary Production—Now to 
take up one of the most interesting as well 
as important studies in regard to the kidney, 
namely, the production of urine. Numerous 
theories have been advanced to support as 
many different views on this subject. Two 
schools have resulted thereform:—(1) the 
vitalists (secretory theory), and (2) the me- 
chanists (mechanical theory). Experimental 
work in support of both is abundant, but it 
seems that the evidence produced by the me- 
chanists is more iogical even though not con- 
clusive because of slight conflicting experi- 
mental data. 

In 1842, Bowman, basing his deductions 
mainly on anatomical structure, advanced the 
secretion theory. He believed that water was 
secreted from the glomeruli, and uriniferous 
products from the tubules. The secretion of 
water was “to aid in the separation and solu- 
tion of tubal products.” 

Ludwie’s excretion theory was advanced in 
1844. He held that Bowman's capsule was a 
simple filter which permitted the passage of 
all the crysta:loids of the plasma together with 
water by physical osmotic pressure. In the 
tubules water and some solids are reabsorbed 
by diffusion. 

In 1874, we obtained Heidenhain’s modifi- 
cation of Bowman’s theory. Not only water 
was secreted from the glomeruli, but also 
chlorides, urea, uric acid, dye, and other prod- 
ucts were added by tubal secretion. 

Cushny’s theory, evolved in 1917, is known 
as the “modern theory.” It includes mechani- 
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cal filtration by the glomerulus and vital re- 
absorption by the tubule. He believed that 
useful substances as well as waste products are 
filtered by the glomeruli, but that the former 
are reabsorbed by the tubules. 

Starling and Verney’s work, in 1924, sup- 
ports the filtration-reabsorption theory of 
Cushny, but adds also tubular secretion as 
weil. 

Richards and Wearn (1924) made observa- 
tions on the frog’s kidneys, which is of utmost 
importance. They have been able to collect 
glomerular urine by the introduction of a 
capillary pipette into Bowman’s capsule. 
Analysis showed this urine to contain urea, 
sugar, and salt in approximately the same con- 
centration as found in the blood. Bladder 
urine, however, collected at the same time 
showed no sugar or salt. This work wou'd 
seem to be final proof that filtration occurs in 
the glomeruli and reabsorption in the tubules. 
Richards and his collaborators have performed 
other works of significance to urinary forma- 
tion. They made direct microscopical obser- 
vations of the frog’s kidney and found that 
the glomeruli operate intermittently. “Dur- 
ing diuresis, many glomeruli are open, that 
is, the capillaries carry a rapid stream of b:ood, 
and, when urine formation is depressed, few 
glomeruli are actually in circuit.” The reac- 
tion is analogous to the behavior of capillaries 
in other parts of the body. 

A careful consideration of the above theories 
would lead one to accept in a broad-minded 
way, that mechanical filtration occurs in the 
glomeruli, white either reabsorption alone or 
reabsorption plus active secretion takes place 
in the tubules. 


Control of the Acid-Base Equilibrium.— 
One of the most important functions of the 
kidney is its control or maintenance of the 
normal hydrogen-ion concentration of the body. 
Since the acid end-products of metabolism con- 
stantly take up the alkali from the tissues, 
there is a tendency to disturb the acid-base 
equilibrium. That the kidney is efficient in 
checking this may be realized, for, normally, 
it may excrete 60 to 70 cc. of normal acid 
daily. The strong acids are excreted largely 
as salts as they occur in the blood. It also 
saves the alkali for the body by its effect on 
the phosphates and by substituting ammonia 
as an alkali in the urine instead of the more 
stable bases. The alkali thus formed is avail- 


able for reabsorption by the tubules for the 
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body need. Aiding the kidney in maintaining 
this alkali reserve is the respiratory regulation 
of the blood carbonate content. 

Diuretic Action—In spite of the continued 
work in regard to diuretics, we are still some- 
what in the dark as to the mechanism of their 
action. The theories of urinary formation 
are of importance because of their application 
to the action of diuretics. Substances exerting 
a diuretic effect on the kidney may be enumer- 
ated as follows: water, various substances 
such as salts, urea, and dextrose; and certain 
specific drugs, as caffein, digitalis; and g.ands 
of internal secretion, as the adrenal and pitui- 
tary. 

Can the action of these substances be ex- 
plained mechanically by their effect on the 
blood flow or blood pressure in the renal capil- 
lary, or must we believe that they have a specif- 
ic stimulating effect on the epithelial cells of 
the tubules? It has been shown in regard to 
the saline diuretics that their effect on urinary 
secretion is in proportion to the osmotic pres- 
sure they exert. It has also been suggested 
that a condition of hydremic plethora is pro- 
duced—that is, water is attracted from the tis- 
sues into the blood. Just how this excess waste 
is eliminated, though, revives the discussion 
on urinary formation. The vascular changes 
produced in the kidney after the administra- 
tion of caffein and digitalis do not explain 
satisfactorily the phenomenon of diuresis. 
Some diuretics cause an increase in flow of 
urine without affecting the oxygen content of 
the blood, whi‘e others produce a de inite in- 
crease in oxygen consumption. Now, since 
oxygen consumption may indicate cellular 
activity, this would seem to bear out the fact 
that some diuretics cause a genuine secretion 
of urine, while others bring about a produc- 
tion by physical means only. Another attempt 
to explain the action of diuretics has brought 
forward a “secretion threshold” for inorganic 
salts. Each salt is supposed to have a thres- 
hold limit, and an increase in concentration 
beyond this limit leads to an elimination of 
the excess sa.:t with an increased amount of 
water. The method whereby diuresis is 
brought about by the glands of internal secre- 
tion is not quite understood, but it is thought 
that vasomotor changes are involved. 


Tue Normat Urine 
Urine is a fluid with a very complex com- 
position. The total output within 24 hours 
varies from 1,000 to 1,500 c.c. When freshly 
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voided, normal urine is clear and transparent. 

{ts color varies between shades of yellow. It 

has an aromatic odor that resembles beef broth. 

‘he normal reaction ‘is acid. Its specific 

gravity varies between 1.015 and 1.025—with 

an average of 1.020. The important elements 
of normal urine are water, inorganic salts, 
urea, purin bodies, creatinin, hippuric acid, 
oxalic acid, conjugated sulphates and glycuro- 
nates, aromatic oxyacids and _ nitrogenous 
acids, fatty acids, dissolved gases, and urinary 
pigments. A number of additional substances 
occur constantly, or occasionally in traces, 
within the limits of health, while others enter 
the formation of urine with unknown compo- 
sition. 
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THE DIAGNOSIS OF THE VARIOUS 
FORMS OF NEPHRITIS.* 


By L. S. EARLY, M. D., Petersburg, Va. 
Memter of the Petersburg Hospital Staff of the Dinwiddie 

County Medical Society, and of the Southside Virginia 

edical Association. 

The prevalence of nephritis and its associa- 
tion with so many other conditions as a com- 
plication, its tax in terms of suffering, eco- 
nomic stress and death, and its many manifes- 
tations over the whole United States would 
seem to make it a well worthwhile study in 
extenso. But when it comes to a “diagnosis 
of the various forms,” the task is a fairly com- 
prehensive one. Each of the important 
authorities has his own classification of the 
various forms. Osler! makes a fairly simple 
classification : 

I. Acute diffuse nephritis 

II. Chronic parenchymatous nephritis 

1. Chronic desquamative 

2. Chronic tubal 

3. Chronic diffuse with exudation 
Delafield? has perhaps a simpler one: 


*Read as part of the symposium on The Kidney before the 
Southside Virginia Medical Association in Petersburg, Septem- 
ber 14, 1926, 
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1. Acute exudative 
2. Acute productive 
Maclean® recognizes: 
1. Acute nephritis 
2. Chronic nephritis 
Parenchymatous nephritis 
Interstitial nephritis 
Others simply mention: 
1. Tubular 
2. Glomerular 
3. Acute Interstitial 

Boyd‘ calls all of them collectively the 
nephropathies, and divides them into three 
classes : 

1. Nephrosis in three stages: 

(a) acute 
(b) chronic 
(c) terminal 

2. Nephritides 

3. Sclerosis 

In the multiplicity of classifications, there- 
fore, the only thing to do would seem to be 
to follow the lead of the authorities and make 
another, I shall divide them broadly into acute 
and chronic, with a word or two of the several 
variations as they come under these two head- 
ings. 

Acute nephritis is the result of some infec- 
tion which may be severe or so trivial that its 
presence cannot be ascertained. Osler says 
acute diffuse nephritis is due to the action of 
co:d or of toxic agents upon the kidneys.5 
According to the changes wrought in the epi- 
thelial, vascular and intertubular tissues, 
which vary greatly in different cases, the re- 
sulting condition may be described as glomer- 
ular, interstitial and tubular. The causes of 
nephritis in the acute form are many and 
varied; but whatever the etiology, the symp- 
toms will consist of general malaise, edema, 
headache, dyspnea, vomiting, pain, fever, 
changes in urine and blood, vascular changes 
and eye changes, in a.most any proportion. 
All of the symptoms may be present, or only 
some. 

The most important diagnostic feature will 
be found to be in the urinary changes® A 
simple test of the urine will show a reduced 
quantity and an increased specific gravity. It 
will be highly colored, and will contain al- 
bumin, blood and casts. A microscopical ex- 
amination wiil reveal epithelium from the 
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urinary passages, hyaline, blood and epithelial 
tube-casts. But from the urine alone it is not 
safe to form a diagnosis. 

The blood examination will disclose, except 
in the mildest cases, some accumulation of 
nitrogenous bodies, due to inability of the kid- 
ney to perform its normal function. The chief 
of these bodies are urea, uric acid, creatinin 
and purin bodies, comprehensively included in 
the term “non-protein nitrogen.” The most 
easily estimated is urea, which is the principal 
reason why its concentration is genera.ly re- 
lied on for information in nephritis investi- 
gations. The character of the casts is of some 
diagnostic importance; the hyaline and granu- 
lar casts are common to all varieties of nephri- 
tis, whereas, the blood and epithelial, parti- 
cularly those made up of leukocytes, are most 
common in the acute cases. In severe cases 
there is apt to be an entire absence of salt, 
a condition which changes with the improve- 
ment of the patient. 

Edema is present to some extent in prac- 
tically every case. In general distribution it 
is an indication of the severity of the case; 
still, the most serious invo:vement of the kid- 
neys may be manifested by only a slight edema 
of the feet or puffiness of the eyelids. In the 
milder cases it may be limited to puffiness of 
the face on rising in the morning, or a slight 
edema of the feet and ankles in the evening. 

A point which is apt to be overlooked is that 
in the acute condition the greatest danger is 
not in the kidney but in the heart. Every 
case of nephritis should be considered as a 
very serious cardiac affection, once it has been 
diagnosed. The blood pressure increase will 
be proportional to the amount of the edema, 
and returns to normal with the subsidence of 
the edema. 

One of the latest of the diagnostic signs to 
be recognized in certain severe cases of acute 
nephritis are the eye changes,’ which are fair- 
ly common manifestations, This discovery was 
made during the epidemic of nephritis in the 
World War, when many observers noted, as 
a first symptom, lesions of the fundus. Though 
this sign was not universally present, it was 
there in a large proportion of the cases, and, 
in an examination to determine a diagnos's 
of nephritis of the acute type, it should not 
be overlooked. The eye changes, when pres- 
ent, are not of serious import in the course 
of the disease, and of no consequence what- 
ever in prognosis, but they may be the deter- 
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mining factor, when in doubt, of turning the 
scale in the direction of an acute nephritis 
diagnosis. 

Coming now to the chronic type of nephri- 
tis, the subject may be roughly divided, and 
sharply, into parenchymatous and interstitial. 
Their characteristics and symptoms, and neces- 
sarily their diagnoses, are determ:ned by their 
precisely opposite characteristics. 


Since no satisfactory classi‘ication of chronic 
renal disease has ever been made, it has been 
deemed advisable to consider this subject, es- 
pecial.y from the clinical standpoint, solely 
as it affects renal function. In this, as in acute 
nephritis, the process is diffuse, involving epi- 
thelial, interstitial and glomerular tissues. The 
extent to which the kidney functions are in- 
terfered with varies much in different cases, 
and, consequently, the symptoms may vary, 
but broadly speaking, there are two chief types 
of the chronic disease, one of which is char- 
acterized by a tendency to retain nitrogenous 
products, while the other is associated with 
the retention of salt. 

In the first type the kidney has some difli- 
culty in eliminating the waste products of 
nitrogenous metabolism; therefore, there is a 
tendency for an increase of these substances in 
the blood. This is the usual type of chronic 
renal disease, and, in this classification, is 
designated “chronic interstitial nephritis.” 


The other variety is a much less common type 
and is characterized on the part of the kidney 
by a failure to excrete salt. This Cefect is as- 
sociated with marked edema and ascites and 
represents the condition generally referred to 
as “chronic parenchymatous nephritis.” As its 
chief characteristic is an accumulation of fluid 
in the system, it is sometimes referred to as 
the hydremic type. In this type of case there 
appears to be no difficulty in excreting nitro- 
genous bodies, but the urine contains little or 
no sodium chloride. Consequently, the dis- 
ease is always characterized by one very im- 
portant symptom—edema—which may be ex- 
treme. Usually the urine contains a very ‘arge 
quantity of protein and numbers of casts. 
Although the usual renal tests are not of much 
value in the investigation of uncomplicated 
cases of this nature, no tests are really re- 
quired for the reason that the great retention 
of fluid in the body renders the condition 
obvious. 

By far the greater number of all cases of 
chronic nephritis come under the heading of 
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interstitial nephritis. In a majority of the 
cases the disease may be latent for a long time 
and the symptoms may not be recognized un- 
til the occarrence of one of the serious or 
even fatal complications. At an ear.y stage 
there may be no actual increase of nitrogenous 
waste, but the tendency is there and, sooner 
or later, evidence of defective renal action is 
found in an increased concentration of blood- 
urea and other substances. This is the class 
of cases in which tie cardiovascular system so 
often shows the well-xnown signs of degenera- 
tion, This is the type of case in which the 
various tests for kidney efficiency afford so 
much useful informatior. This type of case 
frequently terminates in tne death of the pa- 
tient by uremia. 

Tabulating® the essential ditferences between 
the two types, we may note: 


INTERSTITIAL PARENCAHYMATOUS. 


. Edema absent. 1. Edema present. 

. Protein usually pres- 2. Protein present in 
ent in the urine, but urine, often in very 
often slight or mod- large amount. 
erate in amount. 

3. Chlorides present in 3. Chlorides diminished 
normal amount. or may be absent. 

4. concentrat‘on 4. Urea _ concentration 

(urinary) decreased. normal. 
5. Tendency to :ncrease 5. No retent’on of nitro- 


we 


of urea and other ni- genous products in 
trogenous' products the blood. 
in the blood. 6. Cardio - vascular 
6. Cardio - vascular changes absent or 
changes marked. slight. 
7. Tendency to uremia. 7. Uremia less frequent. 


Of the various complications which occur 
with nephritis may be mentioned syphilitic, 
scarlatina!, lymphomatous, malarial, suppura- 
tive, typhoid, and a host of other conditions, 
all of which are suggested by the name of the 
condition associated, and all of which will be 
diagnosed by the usual tests for nephritis, 
when nephritis is suspected. Indeed, it is a 
wise precaution to make the renal tests as a 
matter of accuracy. 

Summarizing, the diagnosis of nephritis is 
to be determined by a series of tests, when the 
symptoms are not apparent, the tests being for 
albuminuria, urea concentration test, diasta- 
tic test, blood urea, blood pressure, the various 
dye tests, etc. The eye examination is import- 
ant, while the amount of edema and dyspnea 
should be weighed with the case. Examina- 
tion of the urine, while valuab:e and infor- 
mative, Coes not always cover the several as- 
pects of the disease. 
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POINTS ABOUT ROENTGEN EXAMINA- 
TIONS OF THE URINARY TRACT 
THAT INTEREST THE REFER- 
RING PHYSICIAN.* 

By WRIGHT CLARKSON, M. D., Petersburg, Va. 

Medical literature clearly exhibits the value 
of roentgen examinations of the urinary tract, 
but few writers attempt to correlate the car- 
dinal points of interest to the physicians re- 
ferring these cases for diagnosis. 

These gentlemen are interested chiefly in 
how to prepare their patients for the exami- 
nation, what pathological conditions can be 
diagnosed by means of the roentgen ray, and 
what dependence can be placed in such diag- 
nosis. In order to understand these things, it 
is essential to know the various pitfalls en- 
countered in this field, and every roentgenolo- 
gist shou:d endeavor to reproduce in writing 
a clear mental picture of the important de- 
tails demonstrated on the films, followed by his 
impression of the findings, and not merely 
record a diagnosis on his report sheet. 

Preparation of the patient may be contra- 
indicated in acute abdominal conditions, and 
here an examination in the presence of a dis- 
tended colon is better than none, but in all 
other examinations requiring the passage of 
roentgen rays through the abdomen the patient 
should be properly prepared. 

Roentgenologists vary widely as to the 
preparation, but the aim of all of them is to 
obtain radiographs rich in detail and contrast 
and free from shadows of gas and feces. Any 
of the various methods that will accomplish 
this will be satisfactory. 

Strong cathartics cause active, prolonged 
peristalsis, thus producing smears rather than 
clear roentgenograms, and later the over-stimu- 
lation is followed by a relaxation of the mus- 
cular coats of the intestines and gas accumu- 
lation. 

An enema before the examination is bene- 
ficial, but a short time should be given for the 
perista‘sis to quiet down. 

When practicable, the examination should 
not be made for about twelve hours after the 
ingestion of solid food. 

I find no disadvantage in giving a little 
black coffee one or more hours before the ex- 
amination and it often adds much to the com- 
fort of the patient. 

The best results may be obtained by giving 
from one to three drams of compound licorice 

*Read as part of symposium on The Kidney, before the ninety- 
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powder! every night-for three nights, and an 
‘enema on the morning following the last dose, 
about one hour before the examination. The 
diet should be simple during the three days 
and no food should be taken on the day of 
the examination until the films have been 
made. 


Usually, time will not permit of so extensive 
a preparation, and if a large dose of mineral 
oil? or several drams of compound licorice 
powder are given the night before, followed 
by an enema about one hour before the exami- 
nation and no breakfast, the examination will 
be entirely satisfactory. In fact, if the pa- 
tient is given a mild laxative of any kind the 
night before, with an enema in the morning 
and no breakfast, the roentgenograms are 
usually good. 


When the patient is well prepared and 
proper technique is used in making the exami- 
nation, the films should show the size and 
shape of the kidneys without the aid of the 
cystoscope. Thus, we may often detect a 
tumor of the kidney, malformation of the 
kidney, unilateral kidney and urinary calculus, 
and even be led to suspect chronic interstitial 
nephritis,’ by demonstrating large symmetri- 
cally enlarged kidneys, but where time will 
permit, it is best to make examinations of the 
urinary tract as complete as possib:e. 


Often in very acute abdominal conditions 
‘where the surgeon believes immediate opera- 
tion imperative, we are requested to fim only 
the urinary tract for the presence or absence 
of urinary calculi. In these cases, if we can 
demonstrate kidneys of normal size and stereo- 
scopic films show no calculi, we have at least 
considerable evidence against urinary stone as 
a cause of the colic; yet a stricture of the 
ureter can cause just as much pain as a stone, 
and very little additional time is necessary to 
pass a catheter up the ureters and thus rue 
out. a host of other conditions that could be 
responsible. The roentgenologist should par- 
ticularly advise this if one kidney is found to 
‘be noticeably larger than that of the opposite 
side or irregular in contour, and in all cases 
‘where he is unable to demonstrate clearly 
the normal outline of both kidneys; for such 
failure is suggestive of kidney or perirenal 
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‘pathology, or may be due to congenital ” 


sence of one kidney. 

Brown! has so perfected hie technique as to 
question the necessity for a pyelogram in the 
diagnosis of certain cases of kidney tumor, 
reporting four cases correctly diagnosed from 
the flat films alone, and while the roentgenolo- 
gist cannot aim too high in his efforts to 
perfect his technique and interpretation, al! 
realize the need of close cooperation with the 
urologist. By combined effort of the roent 
genologist, urologist, and laboratory, we can 
today demonstrate correct:y practically al! 
pathological conditions of the urinary system. 
but this often requires a careful analysis of 
all the evidence and I hope to outline briefly 
the difficulties which we frequently encounter. 

A very small percentage of urinary stones, 
composed almost entirely of uric acid, urates, 
xanthin or cystin, cast practically no shadow 
upon the film, thus demanding a pyelogram 
with media of proper density to demonstrate 
their presence. They may then be shown dis- 
placing the solution injected. Such filling de- 
fects must be differentiated from blood clots 
and small pedunculated growths. 

Shadows of urinary calculi must be differ- 
entiated from calcified areas in the bony pel- 
vis, prostatic calculi, calci‘ed - mesenteric 
glands, phleboliths, enteroliths, gall-stones, 
ealei“ed deposits in lower ribs or transverse 
processes of the vertebrae, and small pedun- 
culated growths upon the skin. The diagnosis 
may rarely be complicated by calcieation in 
any tissue of the body, including the wall of 
the ureter, or by calcified hydatid cysts of 
the kidney, as reported by Minet.® 

It may be necessary to take stereoscopic 
films or flat films from various directions with 
ureteral catheters in place, or to give tetraiodo- 
phenolphthalein to visualize the gall-bladder, 
or to outline the gastro-intestinal tract by 
barium administration; but by carefu: analysis 


ail of these conditions can be ruled out, almost 


without exception. 

Rarely a small stone will lodge in the ureter 
opposite the level of the bony pelvis or in a 
ureter located far from its normal course. 
Stereoscopic films with ureteral catheters in 
place will usual-y demonstrate these. 

Postoperative radiographs of the kidneys 


Kirklin, The Studv of the Patho- 
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have demonstrated clearly that a large per- 
centage of supposed recurrent stones of the 
kidney are in reality due to incomplete re- 
moval, and it is best to take a film of the kid- 
ney during the operation to demonstrate com- 
plete removal of stones. 

Papilloma of the kidney and ureter are very 
rare, They should be suspected in cases of 
papilioma of the bladder with profuse hemor- 
rhage from the kidney, particularly if pain- 
less, with no calculi, and in a kidney of nor- 
mal size. A pyelogram together with the his- 
tory is essential, and with every possible aid 
we are likely to confuse them with non-opaque 
stones or blood clots. 

In regard to renal tumors, Meyer‘ states the 
following: “Prior to the advent of the cysto- 
scope and the roentgen ray, c.inical recogni- 
tion of these tumors was unusual, Gurlt, in 
1880, reviewing 14,630 cases of malignancy 
from Vienna hospitals, found only sixteen 
clinically recognized tumors.” According to 
Braasch and Carman? “The more common 
new growths include hypernephroma, adenoma, 
fibroma and primary or secondary carcinoma 
and sarcoma, Among the rare neoplasms are 
lipoma, hemangioma, fibromyoma, rhabdo- 
They demon- 
strate that we can often determine the kind 
of tumor from the pyelogram, but since the 
vast majority of neoplasms found in the kid- 
ney are malignant, early recognition of renal 
tumor is the all imperative motive and can 
usually be accomplished. 

A solitary cyst cannot often be differentiated 
from a renal neoplasm. 

Calci*cation and tuberculosis of the kidney 
are often associated, and finding de‘inite evi- 
dence of renal stone should not overshadow 
the possibility of tuberculosis. 

Tuberculosis of the kidney can usually be 
diagnosed correctiy, but like many other con- 
ditions here described, this diagnosis requires 
a careful correlation of all the evidence. 

Abnormal mobility of the kidneys can be 
clearly demonstrated if a pyelogram is made 
and films taken in various positions while 
ureteral catheters are in place. This condi- 
tion must be differentiated from a congeni- 
tally misplaced kidney, which diagnosis is 
usua.ly simple. In this connection, it is inter- 
esting to note that Spitzer and Childs’ in 


1913 “demonstrated that the normal kidney 


movement varies from three-quarters of an 
7. Childs and Spitzer, Discussion of Shadows in the Urinary 


Tract, Radiology, VI, 485, June, 1926. 


inch to one and one-half inches during nor- 
mal respiration. 

Kinks of the ureter and strictured ureters 
may be clearly demonstrated, but, in the 
former, care must be taken to prove that they 
are true kinks,’ and it is unwise to give a posi- 
tive diagnosis of ureteral obstruction from 
any cause unless there is some dilatation above 
the supposed area of obstruction. Often, com- 
parison with the ureter of the opposite side 
will help in these cases, but we must not ‘lose 
sight of the fact established by Hunner® that 
strictures of the ureter are usually biiateral. 
' Congenital solitary kidney should be sus- 
pected by absence of the normal shadow, and 
the condition can be proved by cooperative 
work with the urologist. Polycystic kidneys, 
renal rotation, horseshoe kidney, sigmoid kid- 
ney, congenital hypoplasia, duplex kidney and 
other anomalies are likely to be overlooked, 
untess the possibility of such conditions is kept 
constantly in mind, but proper technique will 
demonstrate them. 

The pyelogram will outline the ureter, the 
kidney pelvis, and the major and minor cali- 
ces of the kidney; thus, throuch cooperation 
with the urologist we can easily detect pyone- 
phrosis, hydronephrosis, pyelitis and abnor- 
malities of the ureter, including ureteral 
fistula.” 

The diagnosis of pathological conditions of 
the urinary biadder, ureteral orifices and ure- 
thra, with few exceptions, may be made by 
the urologist alone, but in the presence of 
hemorrhage sufficient to interfere with the 
proper use of the cystoscope, roentgenograms 
are of great aid.. We can render considerable 
service in stones of the bladder, particularly 
if encysted, in diverticula, and in tumors of 
the bladder. Young" also reports consider- 
able information obtained from the roentgen 
study of cases of incontinence of urine and 
valves of the posterior urethra in children. 


In speaking of the value of roentvenology 
and uro:ogy, Owsley Grant” says: “The com- 
bination of these two groups is dealing with 
the most exact form of diagnosis at present 
achievable in any branch of medicine.” Sur- 


8. Lewis Gregory Cole, X-Ray Kinks or Angulations of 
Ureters That Are — Kinks, Am. Jour. Surg., Elmira, N. Y., 
XXXIX, 107, May, 1925. 

9. G. L. Hunner, _ on Evidence of Association of 
and Urinary Calculi, J, Urol., Balt., XIII, 

ay, 1925. 

19. A. Visuslization of Fistula by the 
X-Rays. Ztschr. Urol. Chir., VII, Hft. 

11. Huech H. The of Urology and 
Roentrenology Amer. Jour. Roent., XIV, 291, Oct., 1925. 

12. Owsley Grant, Shadows in the Urinary Tract, from a 
Practical Urological View, Radiology, VI, 481, June, 1926. 
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geons at large recognize its worth, and we 
shall, therefore, have fewer patients returning 
‘with the same pain following operation for 
its relief, as has so often happened, particu- 
larly in cases of supposed chronic appen- 
dicitis, that in reality were suffering from 
stricture or other types of obstruction in the 
ureter. 
205 South Sycamore Street. 


TREATMENT OF NEPHRITIS.* 


By WILLIAM C. POWELL, M. D., Petersburg, Va. 
Member of Staff of Petersburg Hospital. 


The treatment of nephritis depends upon the 
type that we have in hand, and for practical 
purposes may be divided into acute and chronic 
nephritis. Chronic nephritis may be sub- 
divided into chronic parenchymatous nephri- 
tis, and chronic interstitial nephritis. 

The treatment may also be divided into 
dietetic, hygienic, medical, and surgical. 

In the acute form the patient should be 
put to bed, and there remain until all traces 
of the disease have disappeared. 

The diet should consist of milk, or butter- 
milk, gruels, oat-meal, beef tea and chicken 
broth. It is better, if possible, to con ‘ne the 
patient strictly to a milk diet. As convales- 
ence is established, bread and butter, the green 
vegetables, oranges and other fruits may be 
given. Meats should be taken sparingly. As 
there is a marked retention of chlorides, which 
seem to bear a relation to the dropsy, sa-t 
should be withheld, or reduced to the mini- 
mum. 

The patient should drink freely of alkaline 
mineral water, ordinary water or lemonade. 
The fluids keep the kidneys flushed, and wash 
out the debris from the tubes. 

No remedies, so far as known, control di- 
rectly the changes which are going on in the 
kidneys. 

The indications are: (1) To give the excre- 
tory function of the kidneys rest by utilizing 
the skin and the bowels, in the hope that the 
natural processes may be sufficient to effect a 
cure; and (2) to meet the symptoms as they 
arise. 

At the onset, when there is pain in the back, 
or haematuria, dry or wet cups give relief. In 
cases which set in with suppression of urine, 
these measures should be adopted, and, in ad- 
dition, the hot bath, with subsequent copious 
diluents and a free purge. 


*Read as part of the symposium on The Kidney before the 


Sotthside Virginia Medical Association, in Petersburg, Septem- 
ber 14, 1926. - 
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Dropsy is best treated by the hot bath, the 
wet pack, or the hot-air bath. The sweating 
produced by these measures is usua.ly profuse, 
rarely exhausting, and, in the majority of 
cases, the dropsy can in this way be relieved. 
There are some cases, however, in which the 
skin does not respond to the baths, and if the 
symptoms are serious, particularly if uremia 
supervenes, jaborandi, or pilocarpine, may be 
used. 


The bowels should be kept open by a morn- 
ing saline purge, the sulphate of magnesia 
being the one of choice. The compound jalap 
powder, or elaterium may be used. If the 
dropsy is not extreme, the urine not very con- 
centrated, and uremic symptoms are not pres- 
ent, the bowels should be kept loose without 
active purgation. 

If these measures fail to reduce the dropsy, 
and it has become extreme, the skin may be 
punctured with a lancet and drained. If as- 
cites is present, it may require paracentesis 
and the fluid withdrawn. 

If uremic convulsions occur, and they can 
not be contro.led by the bromides and chloral, 
or chloroform, we may use morphine sulphate 
in gr, 14 to 1% doses hypodermically, repeated 
as the case requires, or if the arterial tension 
is high, venesection, and from 16 to 20 ounces 
of blood withdrawn. 


Diuretics are perhaps the first means thought 
of by most practitioners in the treatment of 
nephritis. They are indicated where there is 
dropsy, or scanty urine. The diuretics most 
e'Tective in my experience have been spirits of 
nitrous ether, acetate or citrate of potassium, 
and digitalis, This latter should be the fresh- 
ly made tincture or the infusion of digitalis. 


The diuretic action of the calcium sa!ts has 
been known for a long time. Wright, Netter, 
Renon and others have treated cases of nephri- 
tis with calcium chloride, but the results 
were mediocre because they did not adhere to 
a proper diet, and because they did not give 
sufficiently large doses. Recent researches of 
L. Blum have shown that this druz is really 
very efficacious, but that it is absolutely neces- 
sary to observe a diet poor in chlorides and 
water. This treatment is based on the follow- 
ing facts: calcium lactate in contact with the 
gastric hydrochloric acid is decomposed, re- 
sulting in the formation of calcium chloride 
and in setting free lactic acid. Thus. the cal- 
cium ion replaces the sodium ion in the body 
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fluids. This results in a copious elimination 
of sodium chloride through the urine. 


A chloride-free diet is necessary because 
sodium chloride plays an essential part in the 
production of edema, and exudates, in nephri- 
tis. Calcium lactate is given in large doses 
of from 15 to 20 grams per day. (Medical 
Interpreter, No. 1). 

The treatment of chronic parenchymatous 
nephritis is essentially the same as acute 
Bright’s disease; milk, or buttermilk should 
constitute for a time the chief article of diet. 
Later, more food may be allowed—oysters, 
fresh vegetables, and fruit. The dropsy should 
be treated by hot baths, and salt tree diet. 
Iron preparations should be given when there 
is anemia, The acetate of potash, digital:s, 
and diuretin are useful in increasing the flow 
of urine. Basham’s mixture given in plenty 
of water will be found beneficial. 
~ Patients with chronic interstitial nephritis 
should so regulate their lives as to throw the 
least possible strain upon the heart, arteries. 
and kidneys. A quiet life, without mental 
worry, with gentle but not excessive exercise, 
and residence in an equable climate should be 
recommended. In addition they should be 
told to keep the bowels regular, the skin active 
by a daily tepid bath, with friction; and the 
urinary secretion should be kept free by drink- 
ing daily a definite amount of water, either 
plain or mineral water, Bulfalo Lithia No. 2, 
in the writer’s experience, being one of the 
best. Alcohol shou:d be strictly prohibited. 
Tea and coffee are allowable. The diet should 
be light and nourishing, and the patient should 
be warned not to eat excessively, and not to 
eat meat more than once a day. 


It is to be remembered that a certain in- 
crease of tension is not only necessary, but 
unavoidable, in chronic Bright’s disease; and 
probably the most serious danger is in too 
great lowering of the blood tension. The 
happy medium must be sought between such 
heightened tension as throws a serious strain 
upon the heart, and risks rupture of the ves- 
sels, and the low tension which, under these 
circumstances, is specially liable to be asso- 
ciated with serous effusions. In cases with 
persistent high tension, the diet should be 
light, and Epsom salts shou.d be given in large 
doses, 1 ounce each morning or every other 
morning. Nitroglycerin and the nitrites also 
should be given until we get the physiologi- 
cal effect. As much as 10 minims of a 1 per 
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cent solution of spirits of glonoin may be given 
three times daily. If the dose is excessive the 
patient will complain of flushing or headache. 
It may be kept up for six or seven weeks, then 
stopped for a week and resumed. Its value is 
seen not only in the reduction of the tension, 
but also in the striking manner in which it 
re.ieves the headache, dizziness, and dyspnoea. 
Sodium nitrite may be given in doses of three 
to tive grains t. i. d. 

More or less anemia is present in advanced 
cases, and is best met by the use of iron, the 
tincture of the perchloride of iron in large 
doses—from half to a drachm three times 
daily—proving helpful. 

Many patients with Bright’s disease present 
themselves for treatment with signs of cardiac 
dilatation; there is a gallop rhythm, or the 
heart sounds have a foetal character; the breath 
is short; the urine scanty, and highly albumi- 
nous; and there are signs of local dropsy. In 
these cases the treatment shou.d be directed 
to the heart. A morning dose of salts or 
calomel may be given and digitalis in large 
doses—minims twenty to sixty—three times 
daily. Strychnine may be used with bene- 
fit in this condition. If the patient is un- 
conscious, glucose and soda, one p:nt of 5 per 
cent solution, may be given per rectum every 
6 or 8 hours by the drip method, alternating 
with caffeine-sodium-benzoate grs. 714%. In 
some instances, other cardiac tonics may be 
given, but as a rule, digitalis acts promptly 
and well. 


A newer product, “Digifortis,’ made by 
P. D. & Co., has recently come on the market. 
This has the advantage of being put up in 
1 ounce amber colored bottles from which the 
air has been disp:aced, and the date of manu- 
facture placed upon the label. This prepara- 
tion, as the name implies, is doub!e strength 
of the tincture, and is well adapted for hypo- 
dermic use. 


A perusal of the literature shows a distinct 
tendency toward the testing of renal efficiency 
by a study of the blood chemistry, especially 
of waste nitrogenous products. 


An examination of the blood chemistry gives 
values that bear directly on the patient’s con- 
dition, and it is at once known if deleterious 
products are being retained in the b ood stream. 
The urea nitrogen, creatinine, and uric acid are 
the important products to study. Uremia is the 
result of excess of these nitrogenous products, 
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and if the blood chemistry be regularty tested, 
‘the occurrence of uremia can be anticipated. 


In connection with this subject, G. E. Brown 
and coadjutors in the Mayo Clinic show that 
the pathognomonic changes in the chemistry 
of the blood, due to decreased kidney function, 
may be observed as the result of anatomic and 
physiologic stasis in the duodenum which 
brings about duodenal toxemia. In these cases 
the urine shows albuminuria and casts, renal 
insufficiency, and high values of urea and crea- 
tinine. 

It is now well known that the acute nephri- 
tis caused by ingestion of a large quantity of 
a toxic agent may be followed by a chronic 
nephritis. In a similar way, W. D. Sansom 
and coadjutors think that many diets contain 
far too large a proportion of acid foods. The 
excessive acid is secreted by the kidneys in 
the form of abnormally acid urine. 

There is but little in the literature that adds 
to the known medical treatment of nephritis. 
Sansom, already alluded to, finds that, by the 
use of “basic” or alkali producing diets, the 
urine may easily be reduced to normal acidity. 
Under such conditions, patients afflicted with 
arterial hypertension and chronic interstitial 
nephritis appear to improve, as evidenced by 
a fa.l in blood pressure, and by a reduction of 
urinary casts and albumen. 

In the surgical treatment, which is still in 
a more or less experimental stage, the most 
important contribution is that of T. Rovsing 
(Bruvelles Med., 1 March, 1922, 11, No. 29). 
Rovsing thinks that the possible dangers of 
nephrotomy may be obviated by the operation 
which he calls nephrolysis. Rovsing makes a 
small lumbar incision, detaches any adhesions 
between the fibrous capsu:e and the surround- 
ing tissue, and draws the kidney into the in- 
cision; a buttonhole is made in the capsule 
on the convex edge of the kidney, and a can- 
nulated sound introduced, which splits the 
capsule from one end to the other. If the cap- 
sule is much altered it is removed. A small 
fraement of kidney tissue may be removed for 
histologic examination. 
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THE TREATMENT OF WHOOPING 
COUGH WITH INTRAMUSCULAR 
INJECTIONS OF ETHER.* 

By SAMUEL NEWMAN, M. D., Danville, Va. 

The treatment. of whooping cough is by no 
means in a satisfactory state. Smith, in a 
review of the literature on whooping cough 
from 1919 to 1924, divided the severeal hun- 
dred articles on treatment into five main 
groups. These groups consist, first, of a 
varied assortment of drugs used systemically: 
second, of local applications of various drugs 
to the nasopharynx and larynx; third, of in- 
tramuscucar injections of ether; fourth, vac- 
cine therapy, and, finally, the fifth group, the 
various forms of physiotherapy, including the 
use of diathermy, the ultraviolet ray and the 
roentgen ray. 

In this paper I wish to state briefly some 
facts concerning the method of treating whoop- 
ing cough with intramuscular injections of 
ether. 

Audrain,’ in 1914, first introduced the treat- 
ment of whooping cough by intramuscular in- 
jections of ether. In 1920 he reports further 
work by this method. The war interrupted 
further work along this line, but in 1919 this 
method had been spreading very rapidly in 
the clinics of the Latin countries. American 
and British workers took up this method about 
the latter part of 1923. 

Mason? reports the results of intramuscular 
injection of ether in 26 cases. Eleven patients 
stopped coughing after the eighth injection, 
six were improved, and four showed no change. 
Four patients were given the ether combined 
with olive oil rectaily every six hours. Two 
of these stopped coughing promptly and the 
other two showed no change. 

Tow‘ used this method on all patients with 
whooping cough seen at the outpatient de- 
partment at the City Hospital, New York, 
from July to December, 1924. His study em- 
braced sixty-one well-observed cases, and he 
came to the following conclusions: 

1. Eighty-two per cent suffering from 
whooping cough were aided by the use of the 
treatment. The ages of the patients varied 
from 20 days to 7 years. The number of 
paroxysms was reduced and their severity les- 
sened ; the patients slept better; their appetites 
improved, and vomiting was also lessened. 

2. Eight per cent of the cases were not aided. 
the Piedmont Medical Society, South 
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3. Nine per cent of the total number had ne- 
crotic areas at the site of injection. 

Drake® reports several cases of whooping 
cough treated with this method, followed by 
very good results. Vomiting ceased after one 
or two injections. Serious complications were 
aborted, and in cases seen late, with bronchétis 
and broncho-pneumonia, the affection was 
aborted in a few days. 

Goldbloom® records his experience with this 
method in eighteen cases. What might be 
called a cure resulted in three cases. Definite 
improvement occurred in ten children, and 
slight improvement in two, making a total of 
fifteen out of eighteen cases, or 83.3 per cent, 
in which improvement was seen. The same 
author reports another series of twenty-one 
eases treated by ether and olive oil by rectum 
with good results. 

Poilock’? reports the results of the ether 
treatment of 107 cases of pertussis. Fifty per 
cent showed marked improvement after the 
second injection, or within three days; 20 per 
cent after the third injection, or in four or 
five days; 20 per cent required four injections 
to control the paroxysms, and 10 per cent re- 
quired from five to seven injections. The 
amount injected varied with the age and 
weight of the patient, the severity of the dis- 
ease and the results obtained by the first injec- 
tion. The amount given at one injection varied 
from 0.5 to 2 e.c. 


Elgood$ says that drugs still hold their place 
in the treatment of whooping cough. Ether 
will check the disease completely in 25 per 
cent, fail completely in 25 per cent, and be 
followed by considerab‘e improvement in 50 
per cent. The method of administration seems 
to be of no importance, provided the dose is 
large enough. Elgood injects from 5 to 10 
minims intragluteally, or 30 minims in olive 
oil by enema. 


Costello’ treated thirty-two cases with ether 
injections. Four were cured after two injec- 
tions and eighteen were bene‘ited; that is, after 
the sixth injection the paroxysms were less 
frequent and the coughing less violent. Ten 
apparently ran the normal course of the dis- 
ease, and all of the thirty-two were without 
complications. 


The above cited references presumably rep- 
resent all that has been published on this 
subject by American workers, The references 
to foreign literature are quite extensive. In 
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France, Italy, Spain and Germany this method 
has been used on thousands of children. I 
shall refer briefly to an abstract of an article 
in a Spanish medical journal by Guinea”: 
The author reports 302 cases of pertussis 
treated by the injection of ether. Of this 
series 250 (83 per cent) were de‘initely cured; 
thirty-five were much improved, and seventeen 
were not relieved. Complications, such as 
broncho-pneumonia, seemed to be infrequent 
under this form of treatment. The injections 
were generally given on alternate days, but in 
cases of great severity or those complicated 
by broncho-pneumonia, daily injections were 
given, and in infants over one year old the 
dose ranged from 8 to 5 c.c. 
Before reporting the results of treatment 
of whooping cough with intramuscular injec- 
tions of ether in nine of my own cases, it might 
be well to review briefly the outstanding 
clinical features of whooping cough. 
The clinical course of whoaping cough is 
traditionally divided into three stages, though 
not sharply defined, yet fairly characteristic 
in well-marked cases. After the incubation 
period we distinguish— 
1. The prodromal stage (stadium catar- 
thale). 
2. The convulsive or spastic stage. 
3. The convalescent stage (stadium decre- 
menti). 
After the infection with whooping cough 
there is a symptomless incubation period rang- 
ing between seven and fourteen days. After 
the incubation period, the catarrhal stage sets 
in. There may be fever, rhinitis, laryngitis, 
bronchitis, and in rare cases pseudo-croup and 
frequent attacks of cough. There is nothing 
characteristic about this stage and may justly 
be mistaken—as it mostly is—for an attack 
of grippe and even measles. 
Gradually, with increasing attacks of cough, 
the catarrhal stage merges into the spastic 
stage. The catarrhal stage lasts anywhere 
from one to two weeks; the convulsive stage, 
two to six weeks; the declining stage two to 
four weeks. 
All the nine cases reported here were seen 
either at the beginning or at the height of the 
spastic stage. Only such cases were selected 
for report where complete observation was 
possible. 


REMARKS 


Case 1 was extraordinarily severe and un- 
doubtedly belonged to the very severe and 
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Cas Serial | Stage of No. of In- Amount 
No. No. Disease |Stagewhen| Age (Not jections | Which | Per Dos2} Result 
First Seen Than) Given 
1 287 Spastic | 18 Days | 14 Mo. 12 a Day 3 3 2 ce. Cured 
2 322 Spastic ? 7 Yrs. 18 a‘Day 3 10 1 ce. Improved 
3 1469 Spastic | 12 Days | 5 Mo. 18 a Day 5 11 1 ce. Cured 
4 1119 Spastic 5 Days | 13 Mo. 24 a Day 4 8 1 ce. Cured 
5 1470 Spastic | 14 Days | 21 Mo. 18 a Day 1 1 1 ce. Cured 
6 1471 Spastic ) Beginnin;:} 4 Mo. 9 a Day 4 7 1 ce. Improv’d 
7 1472 Spastic | 14 Days | 6 Yrs. 12 a Day 3 5 3 ce. Improv’d 
8 1501 Spastic | 10 Days | 13 Mo. 9a Day 2 5 1 ce. Improv’d 
9 1502 Spastic | 10Days | 15 Mo. 12 a Day 1 1 2% cc. | Improv’d 


rapidly fatal cases described by Finkelstein™ 
as usually ianding into “status eclampticus,” 
coma, and death. After three injections, the 
improvement was spectacular. 

Case 2 was accompanied with considerable 
hemorrhagic sputum. The bleeding was quite 
profuse and fresh with each paroxysm, indi- 
cating bleeding from large capillaries, It was 
felt that unless the paroxysms were mitigated 
the danger of considerable hemorrhage and 
perhaps rupture of a meningeal vessel was 
imminent. 

Case 3 was a bottle-fed infant, during the 
hot month of July, in a moderate condition of 
hyponutrition. The infant was .osing weight; 
because of vomiting, the danger of dehydra- 
tion was very great. The infant improved 
immediately after the first injection. After 
the fifth injection, the weight curve showed a 
marked upward rise. 

Case 4 was a premature infant with a birth 
weight of 5 pounds. Throughout its develop- 
ment it manifested a constitutional inferiority 
or debilitas vitae, as evidenced by prematurity, 
loose skin, slow mental and physical develop- 
ment. The infant showed great susceptibility 
to upper and lower respiratory affections and, 
in spite of continuous cod-liver oil and ultra- 
violet treatments, it developed rachitis. Dur- 


ing the catarrhal and the early spastic stage, 
the weight line showed a slight decline. Soon 
after the first inpection and during the other 
three injections the weight line showed a very 
sharp rise. 

Cases 1, 2, 5, and 9 showed necrotic areas 
at point of injection. Case 5 showed only a 


very small and very superficial area of necro- 
sis which healed in ten days. Case 9 showed 
an area about the size of a silver dollar—the 
largest area of necrosis occurring in my cases. 
The patient was my own child, and the fault 
in technique consisted in the use of double 
the amount of ether indicated for a child of 
that age. 


CoNCLUSIONS 


1. Intramuscular injections of ether have 
proved an effective means of mitigating and 
curing a considerable proportion of cases of 
whooping cough. 

2. The method is being used extensively 
abroad and moderate‘y so in this country. 

3. In the hands of the writer, the method 
has proved effective in several cases, and life- 
saving in at least one case characterized by 
“status eclampticus.” 

4. In using this method, the possibility of 
a limited and sharply circumscribed area of 
necrosis must be counted with, but in special 
cases the general benefits of the treatment far 
outweigh the local complication. 
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ON THE PERCUSSION OF THE HEART.* 


By JAMES W. HUNTER, JR., M. A., M. D., Norfolk, Va. 

If we are willing to take the trouble to in- 
vestigate the medica! literature upon any one 
subject, we shall not find an amount more 
voluminous than that dealing with the human 
heart. If we shall then begin to reason, we 
must conclude. that there is no subject which 
contains a greater amount of speculat’on than 
that. to which we have alluded. No indictment 
‘an be stronger than that of Lewis. He writes 
as follows: “Inexact method of observing, as 
I believe, is one flaw in clinical pathology to- 
day. Prematurity of conclusion is another, 
and fo:lows in part from the first, though in 
part an unusual craving and veneration for 
hypothesis, which besets the minds of medical 
men, is responsibile. Except in those sciences 
which deal with the intangible, or with events 
of long past ages, no treatises are to be found 
in which hypothesis figures as it does in medi- 
cal writings. The purity of a science is to be 
judged by the paucity of its recorded hypo- 
thesis. Hypothesis has its right place, it forms 
a working basis; but it is an acknowledged 
makeshift, and, as a final expression of opinion, 
it is an open confession either of failure, or 
at the best of purpose unaccomplished.” If 
this be true, then it behooves us to set aside, 
if we can, all speculation, and, devoting our- 
selves to systematic study, reach an opinion for 
the concition noted. For, to quote the familiar 
maxim of Jenner, “more mistakes are made by 
not observing than by not knowing.” 

For there is no romance more pronounced 
than that of the heart. I doubt if the newer 
conception of the endocrine bodies would fill 
more volumes with speculation. Any clinical 
investicration that seems to depend upon the 
exclusive touch or ear of the examiner, depends 
in turn upon his personal equation and by so 
much is lacking in scienti%e interest. Only a 
well balanced mind trained in all of the arts 

*Read at the meeting of the Seaboard Medical Association of 


Virginia and North Carolina, at New Bern, N. C., December, 
7-9, 1926. 
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of medicine is competent to render an opinion. 
He must view the subject from all angles, and 
by a process of deduction or induction strive 
to arrive at a proper conclusion. Hypothesis 
must be e.iminated. Thus, many of the best 
clinicians refuse to commit themselves. As 
life and health are but the harmonious adjust- 
ment of internal relations to external rela- 
tions, it behooves us to study these relations. 
But we must study internal relations through 
external relations, Herein lies the mystery of 
the art of diagnosis; herein lies the romance 
of the heart. 

A*review of the anatomy of the heart and 
its relations to the chest wall will not be out 
of place. Mackenzie, quoting from Waterson, 
gives perhaps the best resume. Waterson, he 
says, has made a number of observations of 
the heart as a whole and of its chambers in 
relation to the chest-wall by a method of pro- 
jecting orthogonally the outlines of the ribs, 
the sternum and heart upon a flat surface. It 
is thus seen “that the anterior surface of the 
heart is of a quadrilateral shape. The whole 
of the right border is formed by the right 
auricle and the same chamber constitutes the 
whole of the heart, which lies on the right 
side of the sternum. The right ventricle con- 
stitutes the greater part of the anterior surface 
and lies behind the sternum and to the left, 
while the left margin and the apex of the 
heart are formed by the left ventricle. Only 
a very small portion of the left auricular ap- 
pendix appears on the anterior surface, at the 
root of the pulmonary artery, and it is qu'te 
insigni“cant. It is quite usual to find the apex 
of the heart behind the sixth costal cartilage, 
and the ‘ower margin of the heart is frequently 
found at a lower level than is usually given, 
namely, the lower border of the body of the 
sternum; and it descends behind the ensiform 
vartilage. The greatest vertical and trans- 
verse measurements of the projected outline 
of the heart measure four and a half to five 
inches in the adult male. Frequently, how- 
ever, one of these dimensions is increased, 
usually the vertical, white the transverse 
diameter is somewhat diminished, This shape 
of the heart is usually associated with a long 
narrow chest.” (Fig. 1.) 

But Waterson is very quick to note a change 
in living anatomy from that tau~ht at the dis- 
secting table. “These observations,” he says, 
“have been made on the cadaver in the hori- 
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zontal attitude, and may be taken to indicate 
accurately the position and shape of the heart 
in that condition. If these outlines are com- 
pared with the outlines taken during life in 
the vertical position by the orthodiagraph, it 
is found that there is a difference in the re- 
sults obtained, indicating that the position of 
the heart is different. In the vertical attitude, 
during life, the heart lies at a lower level, and 
the lower border of the heart descends behind 
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a part of the actual projection of the hear‘ 
upon this wall. That portion of the chest wal! 
directly in contact with the pericardium can 
be approximately described as an irregular 
triangular area with its base downward. Be. 
ginning at the junction of the left border of 
the sternum and the second costal rib, the line 
passes irregularly downward and outward un 
til a point almost midway between the middle 
line of the sternum and the left midclavicular 


Fig. 1.—Orthogonal projection of normal heart. Showing rela- 
tive position of heart and attachment of pericardium to 
chest wall. From Mackenzie. 


the ensiform cartilage to a varying degree, 
and the right ventricle comes to lie behind 
the upper part of the abdominal wall in the 
infracostal angle. This descent is associated 
with the descent of the diaphragm which oe- 
curs in the change from the horizontal to the 
vertical position. It is further found that the 
movements of respiration affect the position 
of the heart very considerably, and especially 
the level of the tower border, which rises in 
expiration and sinks in inspiration. The up- 
per border, on the other hand, is not so much 
altered, but the right and especially the left 
borders are influenced at their lower ends. The 
left margin was found in expiration to move 
to the left side to a distance of as much as one 
inch.” (Fig. 2.) 

But this is not all. We must not forget 
that the portion of the pericardium directly 
connected with the chest wall represents only 


Fig. 2.—Orthodiagram of normal heart. From Mackenzie. 
line at the level of the lower border of the 
sixth costal cartilage is reached, when it passes 
inwardly along the diaphragm and slightly 
upward to a point at the intersection of the 
right border of the sternum and the sixth cos- 
tal cartilage, to ascend in a straight line to 
the point of beginning. We must also remem- 
ber that the heart lies free in the pericardial 
sac, its only attachment being at the origin 
of the great vessels. Then, too, let us not for- 
get that the anterior wall of the chest is e:lip- 
tical on its cross section, while that of the 
heart approaches a circle. The space between 
the two is filled with lung tissue and is, there- 
fore, of a different density. (Fig. 3.) 

I would again refer to what has been said 
above. While anatomy as taught in the dis- 
secting room is, and must forever be, the foun- 
dation of our knowledge of the human organs, 
the anatomy as found in the living being will 
vary greatly owing to the upright or other 
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position and the difference of expiration and 
inspiration, This is especially true of the 
heart. Yet, for our purposes the attachment 
of the pericardium remains in genera: as de- 
scribed. We must, however, be reminded that 
the general direction of the heart is upward, 
backward and to the right, that is, if we begin 
at the apex, and that “the great vessels, like 
the portion of the heart outside of the attach- 
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Fig. 3.—Cross section of human chest. From Sobotta. 


ment of the pericardium to the wall of the 
chest, are also covered with other tissues. The 
sternum itself is of bony material, hard and 
inelastic. 

This brings us directly to the consideration 
of our problem. Can the size of the heart be 
accurately determined? Can we determine ac- 
curately ‘the internal relations of the heart 
through the use of external relations? Upon 
inspection, often the apex beat can be ‘ocated. 
But, as a rule, this is about all that we can 
find out in the normal heart by this means. 
Venous pulsations in the neck, pulsations in 
the middle of the sternum, epigastric pulsa- 
tions, a rhythmical pulsation of the lower side 
of the chest (Broadbent’s sign), clubbed fing- 
ers, spots on the skin or cornea, an irre; cular 
pulse, cyanosis, dyspnoea, etc., can only serve 
to make us suspicious, It is upon these ob- 
servations that the older clinicians were wont 
to theorize. Nor wi:l palpation aid us much. 
The observations made upon inspection may 
only be revealed in a clearer manner. One 
method only serves to check the other. Like- 
wise, auscultation. It will determine with great 
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accuracy the position of the apex beat, as the 
mitral sounds are heard best here and give 
some clue as to what we should expect in peri- 
cardial disease, enlargement of the left ven- 
tricle, etc. But, in the main, the various mur- 
murs heard by the stethoscope, including the 
rare murmur of Roger, will only serve to guard 
us in our studies of the size of the heart. 

Of all the physical signs in the determina- 
tion of the size, shape and relations of the 
heart, percussion is the only one upon which 
clinicians have relied, It is the only one that 
has stood the test of time. Its history is most 
interesting. Its discovery is attributed to 
Auenbrugger in 1751. To quote Garrison: 
“His little book is the first record of the use 
of mediate percussion of the chest in diag- 
nosis, based upon observation veri ed by post- 
mortem examination, Our author’s first propo- 
sition is that the chest of a healthy person 
sounds, when struck, like a cloth covered drum. 
He then proceeds to utilize his special method 
of eliciting information by striking the chest 
gent:y with the points of the fingers brought 
together (stretched out straight and afterward 
flexed), the patient holding his breath; a 
muffled sound or one of higher pitch than nor- 
mal indicating the presumable sign of a dis- 
eased condition.” Like all great discoveries, 
however, this one was not accepted seriously, 
and it remained for Corvisart, in 1818, to cail 
the attention of the profession to the subject 
and to revive it. 

This was the beginning of the percussion 
of the chest. It was an immediate percussion, 
however, that Auenbrugger taught and prac- 
ticed. Even today this form of percussion is 
of much value, Even in the outlining of the 
heart, we shall note a great difference in the 
tone and resistance as we approach the triangle 
of dullness. But it is to Priory that we owe 
the pleximeter and the first treatise on mediate 
percussion, His work was pub:ished in 1828. 
He is the father of percussion as it is now em- 
ployed. Most of his followers have, neverthe- 
less, felt that better results are to be obtained 
by the use of the middle finger of the right 
hand hitting a finger of the left hand laid di- 
rectly on the chest than by the use of the ham- 
mer and pleximeter. Thus we have deep or 
hard percussion, light or gentle percussion, 
orthopercussion, in which the finger is bent 
with its tip resting upon the chest and the 
percussion stroke applied over the joint be- 
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tween the first and second phalanges. Each 
of these methods has its advocates. Each has 
many advantages; each of them has some dis- 
advantages, Each clinician has his own per- 
sonal equation. So that, to paraphrase a re- 
cent author, cardiac percussion is the mest 
difficu.t of the diagnostic procedures that we 
are called upon to employ in phys:cal diag- 
nosis. (Pratt). 

The area of attachment of the pericard al 
sac and the chest wall has been described in 
some Cetail, There is a layer of lung tissue 
between the remainder of the heart and the 
wall of the chest. Percussion of th’s area will 
give, consequently, a note more or less tympa- 
nitic. Many clinicians have c.aimed that by 
the adoption of a deep or heavy percussion they 
were able to eliminate most of the resonance 
of the air filled tissue, and so percuss the true 
area of the heart. They have called this the 
area of absolute cardiac dullness in contrast 
to that of relative dullness as brought out by 
a lighter stroke. In neither case will the lines 
as brought out by percussion represent the 
lines as brought out by orthogonal projection. 
Another inherent difficulty in percussion lies 
in the fact that the sternum is of bony tissue, 
hard and inelastic. The percussion of the 
right border of the heart is in general that of 
the percussion of the right border of the ster- 
num, The base of the heart and the great 
vessels, as we have said above, lie deep. More- 
over, it will be noted that the quality of the 
cardiac dullness is dependent upon the res‘st- 
ance as determined by the finger laid upon the 
chest, as well as by the note detected by the 
ear. To many there is a difference when the 
examiner is looking at the patient than when 
he is turned away. So that the best clinicians 
always insist upon the use of the eye as we.] 
as of the touch and ear in percussion. 

In spite of these inherent difficulties, percus- 
sion represents the only means in physical diag- 
nosis of acquiring any real knowledge of the 
size and position of the heart, save that the 
apex beat is often found on inspection and 
in rare conditions the sign of Broadbent. 
With all of its difficulties, however, much is 
to be learned from percussion, It will be no‘ed 
that normally the apex beat should lie within 
the midclavicu:ar line and at the ffth inter- 
space. An apex that lies beyond th’s point, 
or belew this point, is dist'nctly pathological. 
Again, -we shall note the left side of the tri- 
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angle of dullness and determine as accurate y 
‘as possible the relation of this line to the du!!- 
ness in the third interspace. If the line as de- 
termined by the vertex of the triangle (thie 
junction of the left border of the sternum and 
the second costal cartilage), the point of dul!- 
ness at the third interspace and the point: of 
the apex, bulges externally, we may correctly 
assume that there is an enlargement of the leit 
side of the heart and look for valvular disease. 
If this point lies within the line joining the 
vertex and the apex, the heart in most cases is 
to be considered normal, Similarly, a heart 
whose rieht border lies upon percussion out- 
side of the right border of the sternum, is to 
be considered suspicious. 


Every examiner has his own personal equa- 
tion. No two men are apt to percuss the heart 
exactly on the same line. Personally, I have 
no preference for any kind of percuss:on, fee|- 
ing, as I do, that we should strive to bring 
out the largest area of dullness. Sometimes 
a heavy stroke seems more suitable; often a 
lighter one seems better. But we may assume 
that in no case are we likely to percuss an 
area greater than that of the projection of 
the heart. Even the most expert will fail 
before the crucial test of the orthodiagraph or 
the postmortem table. Again, the position of 
the patient must be noted, whether erect, on 
the back, or lying on the left side; and whether 
in inspiration or expiration; for there are those 
who claim that normal dullness wi!l be in- 
creased to the left, if the patient lies upon 
this side, and, failing to get these changes in 
the area of dullness, an adhesive pericard t's 
is to be suspected. Then, too, as we have seen, 
there is distinctly an upward lim't to the nor- 
mal area of dullness; lying deep, as it does, an 
enlargement of the arch of the aorta cannot be 
diagnosed by physical signs. Often inceed an 
aneurism will escape detection by physical 
signs. Thus we see that the percussion of the 
area of cardiac dullness is of the greatest 
clinical value in the determination of the size 
of the heart, but it is quite evident that it 
fails to tell the fuil story of the size and posi- 
tion of the heart. 

Fortunately for us, the era of hypothesis in 
regard to the actual size of the heart has now 
been swept away. In 1895 Roentgen an- 
nounced the discovery of the rays bearing his 
name, little dreaming of the important role 
that they should play in the diagnostics of in- 
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ternal medicine. Thanks to the porosity of 
the tissues of the lungs and the density of 
the cardiac tissues and their fluid contents, the 
heart can now be outlined with the greatest 
accuracy. To this end complicated methods 
have been invoked for the absolute determina- 
tion of the area of the heart. Curves have 
been drawn, as well as comp.icated formulas 
put forward. But for practical and clinical 
purposes we have the methods that have given 
us a very excellent insight into the working of 
the heart. I refer, of course, to fluoroscopy 
(and to its more re ‘ned offshoot, orthod‘a- 
graphy), teleroentgenography and telefluoros- 
copy. 

If we recollect the princip'e of the fluoro- 
scope, that the rays of light are eliminated 
from a small target and pass in all directions, 
and that the patient stands comparatively near 
the source of the light, it is easy to see that 
the image cast upon the fluorescent screen is 
an exaggeration of the true condition, just as 
a ring may cast a shadow as of a larger ring 
or that of an ellipse, depending upon what por- 
tion it assumes in a cone of light. So the 
orthodiagraph was invented. By means of this 
only a very small area is shown at any one 
time and this is always in front of the central 
ray. By moving the box containing the tube 
about, we shall obtain only a portion of the 
shadow of the heart at any one time, but there 
will be no distortion. The shadow of the heart 
can now be drawn upon a piece of transparent 
paper. This indeed has many advantages; yet 
the time-consuming ordeal for the patient and 
the examiner, not to speak of the personal 
equation of the examiner and the involuntary 
movement of the patient, have argued against 
it. So that most examiners are content with 
the heart shadow upon the ordinary screen, or 
traced upon a piece of transparent paper, due 
eare being taken to determine with accuracy 
the cardinal junction points of the ventricles 
and auricles and outlining the visible area of 
the great vessels. Similarly, the patient is 
placed in a side position and again a tracing 
made, With a know!edge of the normal heart 
as viewed upon the screen, some knowledge is 
gained in regard to that observed. Although 
it is at this time somewhat outs'de of our 
immediate subject, it is of much interest to 
observe the beating of the heart. Holmes upon 
one occasion was abie to note that the auricle 
was beating twice as fast as the ventricle and 
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to make a diagnosis of a two to one heart block. 
This later was confirmed by the tracing of the 
electrocardiograph. 

To teleroentgzenography, however, the great- 
est aid has been ascribed. By using a dis- 
tance from target to screen of from six to 
seven feet (two metres), we are able to elimi- 
nate the diffraction of the roentgen rays. 
These are now so nearly parallel that for prac- 
tical purposes the cone of light may be neg- 
lected. This gives us the measurements of 
the heart as nearly as they may be determined, 
and, although not so plain.y marked as in the 
orthodiagraphic tracing, the junction points 
of the auricles and ventricles may be deter- 
mined, and also the base and of the great ves- 
sels and especially the arch of the aorta. We 


Fig. 4.—Teleroentgenogram of normal heart. From Holmes 


and Ruggles. 


are also able to make accurate measurements 
of the distances of the right and left borders 
from the midline of the sternum as well as to 
determine the conjugate diameters of the heart. 
The effect of the atmospheric pressure upon 
the heart, as in the case of aviators, as well as 
that due to the upward pressure caused by 
preznancy, may also be carefu.ly noted. (Fig. 
4.) 

Recently, Pratt has brought forward the idea 
of telefluoroscopy. In this procedure the pa- 
tient is placed at a distance of two metres from 
the target of the tube, and the screen placed 
just in front of him. The exam‘ner takes his 
place before the screen. Theoretically, this 
procedure offers all of the advantages of the 
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orthodiagraph, in that the movements of res- 
piration may be noted, the cardinal points ob- 
served, and a tracing made upon a piece of 
paper. Similarly, the laterial view is obtained. 
' Through the courtesy of Dr. Pratt, I had 
the opportunity of observing a young pro- 
fessional man, who had been to:d by an able 
clinician that his heart was enlarged. Exami- 
nation negated the former conclusion. This 
procedure, nevertheless, has many objections, 
the chief of which is that the room is filled 
with roentgen rays and that the observer has 
little protection. If some form of opaque bel- 
lows could be constructed, to be moved upward 
or downward as the cases required, a valuable 
instrument would be added to our armamen- 
tarium. 


From the examination by the roentgen rays 
the most accurate determination can be made 
of the size and position of the heart. En- 
largement can be noted. This, again, must be 
considered as relative. Just as in the case of 
percussion, we consider as abnormal an apex 
lying outside of the midclavicular line, just 
so in this case a heart, the sum of whose 
greatest measurements from the midvertebral 
line to the left and right borders exceeds one- 
half of that of the width of the chest-wall is 
to be considered abnormal. We can say, more- 
over, but not dogmatically, that the teleroent- 
genogram of such and such a heart is cons'st- 
ent with such and such a valvular or myocar- 
dial lesion. Yet, even this has its limitations. 
The cases of coronary disease show no increase 
or abnormality of shadow. A small increase 
of the size of the pericardial shadow also can- 
not be detected. Holmes estimates that at 
least 200 c.c. of excess pericardial fluid must 
be present before a marked abnormal change 
can be noted. It would be of the greatest in- 
terest also accurately to determine whether the 
increase in size of the cardiac shadow were in 
all cases due to increase of the size of the 
heart or to the existence of fluid. Occasionally 
such a diagnosis is possib:e, depending upon 
the density of the fluid; but these diagnoses 
are so rare that for practical purposes no 
speci“e information may be obtained either 
from the percussion of the heart or from the 
roentgen examination. The diagnosis must be 
made by other means. 

From these observations I think that we 
may well conclude: 

1. That the percussion of the heart is the 
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most valuable clinical sign that we possess in 
regard to the determination of the size an! 
position of the heart. 

2. That the difficulties inherent to the per- 
cussion of the heart are such that reliance 
must not be placed too strongly in the ares 
of dullness noted. 

3. That in every suspicious case the pre- 
liminary diagnosis must be proved or dis- 
proved by a roentgenological examination. 

4. That white the roentgen examination has 
its limitations as well as the physical signs 
have in the determination of the size and po- 
sition of the heart, it is the most valuable 
procedure that we now possess. 
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THE INFLUENCE OF CIRCULATORY DIS- 
TURBANCES ON POST-OPERATIVE 
MORTALITY.* 

By WM. H. HIGGINS, M. D., Richmond, Va. 

When a patient enters a modern hospital 
for surgical treatment today, he occupies a 
position radically different from that of a 
few decades ago. He is no longer classified as 
a purely surgical case and treated only by 
members of that department but he is now 
the object of a group study and belongs to 
no particular specialty. 

One of the encouraging signs of the times 
is an ever increasing conviction that no part 
of the human mechanism is independent of the 
whole, and certainly no surgical procedures 
may be safely undertaken without due con- 
sideration of this fact. There is a no more 
refreshing chapter in modern medicine than 
that which deals with the correlation of the 
different specialities, thus making the interest 
of the patient paramount. 

The major question is not only the indica- 
tion for surgical treatment but how far such 
procedures may be carried out without seri- 
ously involving the vital bodily processes. 


*From the Medical Department of St, Elizabeth’s Hospital, 
Richmond, Va. 
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Among these problems none is more important 
than those relating to the cardio-vascular sys- 
tem. The object of this paper is to discuss 
the probable influence of circulatory disturb- 
ances on the mortality statistics and conva- 
lescence of patients operated upon at St. 
Klizabeth’s Hospital during the last three 
years. 

In determining the operability of a patient, 
the efficiency of the heart is the keystone, for 
without a reasonable confidence in its func- 
tional ability, ali other factors become secon- 
dary considerations. During the past three 
years we have placed special emphasis upon 
this point and have subjected each patient to 
as careful an examination as time would per- 
mit, I regret that no electrocardiographic 
studies have been made as they would prob- 
ably have assisted us in recognizing some 
otherwise obscure lesions. 

During this period of three years, 2,778 pa- 
tients were admitted for treatment in whom 
844 circulatory abnormalities were found, clas- 
sified according to the Massachusetts General 
and Aliied Hospital nomenclature. As the 
majority of these patients were surgical can- 
didates, the significance of the cardio-vascular 
lesions in so far as it affected their operative 
risks was of no little moment. In many in- 
stances there was no alternative as the urgency 
of the operation demanded immediate atten- 
tion regardless of complicating factors. 

In reviewing the records of these patients, 
it was found that 26 of the 64 post-operative 
deaths showed on physical examination evi- 
dences of one or more cardio-vascular lesions. 
These included chronic hypertension, chronic 
myocarditis, aortic and mitral vaivular le- 
sions, arrhythmias, arteriosclerosis, etc. As- 
suming an average of two lesions in each 
cardiopath, the mortality rate in this group 
was approximately double the group of un- 
complicated cases. However, so far as we 
could determine by limited post-mortem ex- 
aminations, only 12 of this group could ke 
directly chargeable to circu:atory failure. 
This gives a post-operative mortality of .6 of 
1 per cent resulting from cardiac complica- 
tions. According to the published statistics of 
other hospitals, this figure represents an aver- 
age mortality, although a personal communi- 
cation from the Department of Cardiology at 
the Mayo Clinic reports the remarkably low 


rate of .1 of 1 per cent. 


Gross or demonstrable heart lesions cannot, 
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therefore, be considered a serious factor in 
raising the mortality rate of a surgical hos- 
pital. The cause of this apparent paradox is in 
all probability dependent upon several fac- 
tors. Hospital staffs have learned to consider 
the patient first as a cardiopath and second 
as a surgical problem. Every effort is made 
to bring his bodily functions up to the high- 
est possible efficiency. His renal output is 
studied, and if a vascular hypertension exists 
suitable measures are instituted to correct as 
far as possible this handicap. Not the least 
important factor contributing to a successful 
outcome in this type of patient is prolonged 
hospitalization, unless, of course, the nature 
of the surgical lesion demands immediate in- 
tervention. Undoubtedly the element of rest 
in the pre-operative cardiopath is one of the 
necessary requisites for reducing post-opera- 
tive cardiac mortality. This fact is strikingly 
illustrated by statistics introduced in another 
paragraph which show that our surgical mor- 
tality on all types of cases decreased as the 
pre-operative hospitalization increased. 


In Chart I, an analysis of the post-operative 
fatalities is given for the years of 1923 and 
1924. It is so arranged that the abscissa rep- 
resents the date of operation after admission 
and the ordinate represents the number of 
days in the hospital before death. The first 
obvious fact is that over 50 per cent of the 
mortality for the two years was drawn from 
patients who were operated upon during the 
first 24 hours after admission, One naturally 
expects a de‘initely higher mortality during 
that period because more desperate chances 
are taken, such as accidents, ruptured appen- 
dices, and many other fulminating processes 
which demand immediate treatment. Yet ex- 
cluding all so-calied emergency cases, there 
still remains an uncomfortably large group 
who were not considered acutely ill but who 
died following the first day operation. Dur- 
ing this period there were 11 operative fatali- 
ties of this type. 


This brings us to the central theme of this 
phase of the discussion. Patients entering 
the hospital may be normal physicaily accord- 
ing to the usual clinical and laboratory tests 
but may prove to be poor surgical risks for 
an immediate operation. There is in them 
an element lacking which is often designated 
as fesistance, a term which is only vaguely 
understood. Not infrequently they have sub- 
jected themselves to some abnormal strain in 


4 
1927] 
in 
ce 
e- 
S- 
Ss ae 
1S 
)- = 
= 
4 
- 


> 
672 VIRGINIA MEDICAL MONTHLY [ January, 
Day of 
Operation 1 2 3 | 4 5 6 7 8 9 10 11 12 13 
xxx 
1 x 
00 
2 x 
3 00 
4 Ox 0 0 
5 
x 
6 
0 
7 
A . 0 0 0 
b> x 0 0 
9 
10 
0 
11 
x 
12 
13 
00 0 00 0 0 00 0 
14 x0 0 0 
15 Et cetjera 
16 | 
CHART 1. 


Analysis of mortality record for 1923 and 1924. 
Abscissa represents day of operation after admission. 
Ordinate indicates date of death after operation. 
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order to make it possible for them to leave 
their business for hospital treatment. Men 
have .engthened their hours of labor and 
women have put their houses in order, often 
working up to the very moment of entering 
the hospital. Insomnia, fatigability, fear 


and other vasomotor disturbances are some- 
times found in the new patient and are re- 
lieved only by the element of time. The role 
of the emotions is not negligible. Corvisart 
observed that the sorrow following great emo- 
tional disturbances may be the origin of re- 
fractory disorders of the heart, and Vaquez 


x= acute cases. 


(Diseases of the Heart, Amer. Ed., Vaquez, 
1924), writing on the causes of heart failure, 
states that the excessive acceleration of the 
heart beats caused by fear or anger imposes 
on the heart an excess of work just as does 
exertion and leads to the same symptoms. 
An elevated pulse rate and a slighty increased 
blood pressure, with or without a pulsus alter- 
nans, are not uncommon findings on admission, 
which usually return to normal after an ad- 
justment to hospital routine is made. A re- 
cent attack of grip followed by spasmodic 
coughing spells and palpitation of the heart 
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associated with painful distention of the epi- 
gastrium often present themselves without ob- 
jective circu.atory signs but are usually of 
serious omen. Not infrequently periods of de- 
pression, vertigo or a sense of fulness in the 
cranium may be complained of, weeks or even 
months before de‘inite evidences of myocardial 
weakness can be demonstrated. We know 
that vascular hypertension and decompensating 
hearts have no more valuable therapeutic agent 
than rest, and who cannot say that the symp- 
toms above referred to are not also indirectly 
circulatory in origin and require the same 
mode of treatment? It is generally admitted 
and the figures in the accompanying charts 
(Nos. 1 and 2) indicate that such patients fare 
better when the operation is delayed for one 
or more days. 

In addition to the element of rest and ad- 
justment for borderline circulatory cases, the 
opportunity for selective digita.ization is of- 
fered. During the last few years considerable 
interest has been taken in the apparent effect 
of pre-operative digitalization on mortality 
and convalescence. Geist and Somberg (Geist, 
S. H. and Somberg, J. S.: Pre-operative 
Digitalization: A Method to Reduce Post- 
Operative Amer, J, Obst. & 
Gyn., 4: 135, Aug., 1922) have noted post- 
operative complications in only 2.9 per cent 
of their digitalized patients as avainst 26 per 
cent in those not digitalized. They credited 
this favorable result to the prevention of a 
post-operative fall in b:ood pressure, Lilien- 
thal, (Lilienthal, H.: Resection of the Lung 
for Suppurative Infections, Ann. Surq., 7d: 
257, March, 1922) states: “With or without 
sepsis it is the power of the heart to adapt 
itself which is perhaps the greatest factor in 
determining resistance. * * * In any event 
digitalization should be accomplished in the 
48 hours preceding the operation.” Thomas 
(Thomas, B. A.: Factors Responsible for Re- 
duction of Mortality and Morbidity in Pro- 
statectomy, J. A. M. A., 82: 281, Jan. 26, 1924) 
likewise in a discussion of the factors respon- 
sible for mortality after prostatectomy favors 
complete digitalization. Recent:y Marvin and 
Carmichael (Marvin, H. M. & Carmichael, 
M. & Pastor, R. B.: The Electrocardiogram 
and Blood Pressure During Surgical Opera- 
tion and Convalescence, Arch. Int. Med., 34: 
782, June, 1925) have studied the electro- 
cardiographic and blood pressure records in 
the pre-operative digitalized and non-digital- 
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ized patients but were unable to note any 
favorable influence of the drug on the blood 
pressure or incidence of post-operative com- 
plications. In fact, they were led to be-ieve 
that digitalis possibly caused rather than pre- 
vented a post-operative fall in pressure. Their 
studies were made on a series of 30 patients, 
only 10 of whom were over 50 years of age. 
Their conclusions would not, therefore, neces- 
sarily apply to those patients past middle 
life when myocardial changes are most fre- 
quent. Obviously the favorable influence of 
digitalis therapy cannot be determined by its 
u.timate effect on blood pressure. It is a well 
known fact that a decrease in blood pressure 
is no indication that digitalis has not had a 
beneficial result, as many hypertensive and 
decompensating heart cases show an improve- 
ment with a corresponding lowering of the 
pressure after digitalis therapy. In our ex- 
perience the average fall in blood presure fol- 
lowing an operation is no greater, except in 
eases of shock, than in other non-surgical pa- 
tients subjected to a similar hospital routine. 


During 1923 and 1924 pre-operative digitali- 
zation was used for those patients showing 
clinical evidences of circu.atory embarrassment 
or de inite cardiac lesions without decompen- 
sation. So long as the general physical con- 
dition was satisfactory, surgical procedures 
were not postponed for the purpose of rest 
or other medical treatment. Impressed, how- 
ever, with the fact that a number of post- 
operative deaths had occurred tollowing tirst 
day operations during the last two years, we 
decided to make a more liberal use of digitalis, 
Although there was no disturbance of mech- 
anism in this group of cases, there was some 
reason to believe that there may have been 
an unrecognized myocardial weakness, which 
may have contributed to the unfavorab-e out- 
come. 


Beginning with 1925 an effort was made to 
digitalize all patients over 50 years of age as 
well as others showing any tangible evidence 
of myocarditis. This necessitated a loner 
pre-operative stay in the hospita: which in it- 
self probably had a favorable influence on the 
patient’s resistance. Digitalization was usual- 
ly accomplished within 24 hours by the rapid 
Eggleston method, al.owing approximately 2 
mimims of a standardized tincture to each 
pound of body weight. In not a single in- 
stance were there any indications of digitalis 
poisoning or development of unfavorable 
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symptoms following digitalization. On the 
other hand there were many examples of 
elderly patients whose response to digitalis 
therapy was sufficiently striking to warrant 
our continuance of this policy. 

In Chart 2 an analysis of the mortality re- 
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per cent in 1923-1924. In many of these 1s. 
day operations, there was time for parti:! 
digitalization to be carried out. 

From a study of these records, our impre: 
sion is that a non-emergency operation durin : 


the first 24 hours after admission is as a rule 


cord for 1925 is given. Beginning with this unwise. We undoubtedly encounter many 
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Analysis of mortality record for 1925. 
Abscissa represents day of operation after admission. 
Ordinate indicates date of death after operation. 
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period an attempt was made to lessen the num- 
ber of elective operations during the first 24 
hours after admission. Only 2 patients of this 
type died following a 1st day operation as 
compared with 11 of the previous 2 years. 
The mortality following all 1st day operations 
was 44 per cent of the total as against 52 


x= acute cases. 


minor circulatory disturbances in these pa- 
tients which can often be corrected by pre- 
liminary medical treatment which otherwise 
may prove to be a serious surgical handicap. 
The decrease in our mortality following the 
first day operations bears out this point. 

It is difficult to state to what extent, if any, 
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rest and digitalization have had on our mor- 
tality as it is manifestly impossible to select 
two series of cases sufficient:y similar with 
which a trustworthy comparison can be made. 
One’s opinion on this point must be derived 
largely from impressions rather than statistics. 
[t is interesting to observe that in our surgical 
mortality of 64 during the last three years, only 
8 had received pre-operative digitaiization. 
This is in spite of our liberal policy in the 
use of digitalis. It is not the purpose of this 
paper to enter into a discussion of the indi- 
cations for digitalis therapy or to offer any 
new conception of its mode of action. Refer- 
ence, however, should be made to the recent 
studies of Robinson on the effect of digitalis 
on ventricular output per beat. He has shown 
that etherization produced an increased out- 
put similar to that found in heart failure, but 
its effect is counter-balanced by the adminis- 
tration of digitalis which decreases the output 
and thereby restores cardiac activity to a nor- 
mal state. Should his conclusions become es- 
tablished facts, a valuab‘e contribution to 
digitalis therapeusis will have been made. In 
spite of conflicting experimental evidence, 
digitalis in our experience does have a bene- 
ficial influence on some patients showing myo- 
cardial involvement without an associated 
fibrillation or evidences of congestive heart 
failure. 

It is possible that too great emphasis has 
been placed on the stethoscope and blood pres- 
sure instruments for determining the integrity 
of the heart and not enough upon its response 
to exercise. Many cardiac functional tests 
have been devised ail of which are open to 
some criticism. Experience has taught us that 
patients showing dyspnoea after walking up 
a flight of stairs or even after taking a few 
bending exercises are often victims of cardiac 
weakness and should be treated accordingly. 
Operative procedures on such patients should 
be undertaken only after due consideration of 
this possible factor. 


It is my belief that there are many mild 
cardio-vascular disturbances, especially after 
the age.of 50, which are often not recognized 
by the usual clinical methods and which are 
helped by hospitalization. 

In conclusion, the foilowing points seem to 
be worthy of emphasis: 

1. Successful surgery is closely allied with 
successful medicine. Co-operative study tends 
towards the best interests of the patient. 
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2. The surgical mortality in St. Elizabeth’s 
Hospital reached its peak following ist day 
operations. Approximately 50 per cent of 
the deaths occurred in the group operated upon 
within 24 hours after admission. Naturally 
some cases of an emergency nature require im- 
mediate operation and cannot admit of delay, 
but in the other c:ass of surgical cases the 
mortality rate seems distinctly greater in those 
patients that are operated upon within a day 
after their admission than in those on whom 
the operation is delayed for a longer time. 

3. Post-operative deaths due to known car- 
diac failure is a negligible factor in hospital 
mortality. 

4, There is some reason to believe that many 
mild cardio-vascular lesions exist which are 
not recognizable by the usual clinical methods 
and which can be he:ped by pre-operative 
treatment. 

5. Rest and complete digitalization are 
recommended for all surgical patients over 50 
years of age as well as others showing evidence 
of circulatory failure. An exception to this 
rule is made in the small group of cases where 
digitalis is contraindicated. 

6. An added safety is afforded the non-emer- 
gency patient when at least a thirty-six hour 
pre-operative hospital period is provided. 

Medical Arts Building. 


PERITONITIS AS RELATED TO 
APPENDICITIS.* 


By J. E. RAWLS, A. B., M. D., F. A. C. S., 
Surgeon to Lakeview Hospital. 


Suffolk, Va. 


Does appendicitis per se ever kill a patient? 
For argument’s sake we will say no. What 
is it, then, that kills the patient in the so- 
cailed deaths from appendicitis? For argu- 
ment’s sake we will say peritonitis is the 
cause. 

All that agree with me say silently— 
“Amen.” Thank you. 

We have a unanimous vote in favor of peri- 
tonitis and not appendicitis as the cause of 
death. 

Now, since we are together, our mutual prob- 
lem in appendicitis is a question of peritonitis 
and not appendicitis. 

Years ago peritonitis was a hideous word— 
a death dealing disease. In more modern 
times it is not a ‘disease but a secondary patho- 
logical condition. Time has apparently 


*Read before the Seaboard Medical Association, at New Bern. 
N. C., December 8, 1926, 


: 
: 
2 
if: 
= 
i 
f 
' 
3 


676 VIRGINIA MEDICAL MONTHLY 


changed things and still about 20,000 die an- 
nually in the United States of peritonitis. 

_ Let us now consider the treatment of peri- 
tonitis. 

In the treatment of any disease, the first 
and primary condition is that of prevention, 
or prophylaxis. 

- About four cases of peritonitis out of five 
are due to a ruptured appendix. If this is 
so, you wou:d naturally think that the ap- 
pendix should be removed before it ruptures. 

Some doctors are so strong on this point 
that they dare not to enter the abdomen, or 
to have the abdominal cavity entered for any 
other cause, without removing the appendix. 
To leave the appendix in the course of an- 
other abcominal operation, they would con- 
sider it criminal. 

Other doctors have said the pre-rupture 
period is the only time an operation is indi- 
cated for appendicitis. After this, if an 
operation is indicated, it is for peritonitis. 

There are other doctors who do not seem 
to realize the importance of the pre-rupture 
period. They will delay or take chances when 
the appendix is threatening rupture and death 
to the patient in the way of a peritonitis. At 
the same time they would not dare to take 
chances with the same patient at high speed 
on an old diseased automobile tire for fear of 
rupture or blowout. 

All acute appendices when diseased are 
threatened by rupture. They usua‘ly rupture 
about 30 to 48 hours after the onset of the 
disease. 

In removing the diseased appendix before 
30 to 48 hours after the onset of the disease, 
you will have averted peritonitis with prac- 
tical'y no death rate by the greatest of all 
treatments, namely, prophylaxis. 

Physician, think ye upon these things! 


NEPHRITIS IN GENERAL.* 


By R. M. LECOMTF, M. D., A. C. S., Wachington, D. C. 
Professor of Genito-Urinary Surgery, Georgetown University. 


Since the paper of Bright in 1836, all ‘es ons 
of the kidney not de*nitely neoplastic or con- 
genital malformations have been generally 
classified as inflammations under the term 
nephritis. In 1919, William J. Mayo divided 
the lesions ordinarily brought together under 
the term “nephritis” into three groups: 

1. Wet nephritis. 

2. Dry nephritis. 


*Read in ,0..U... Ou uro.ogy beore the ection oa inuraal 


Medicine of the Medical Society of the District of Columbia, 
Ortover 22, 
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3. Inflammation proper. 

This is the most practical classi“cation of 
these lesions that has been advanced, since it 
is broad enough to group all of them on a 
clinical basis and is elastic enough to permit 
subdivision as our knowledge grows. If we 
add to this Volhard’s grouping of the types 
not definitely inflammatory, a conception of 
nephritis that is of value in diagnosis and 
treatment is obtained. 

The primary division of Volhard is depend- 
ent upon whether or not there are changes in 
the walls of the blood vessels of the kidney. 
In the group without blood vessel changes are 
ine!nded localized infectious nephritis and ne- 
phrosis or toxic kidney. The former is a di- 
rect infection of both kidneys by bacteria com- 
ing from a septic focus elsewhere—generally 
the tonsils. 

It may vary in degree from a slivht infec- 
tion which recovers promptly to the miliary 
abscesses noted in acute septicemia. The in- 
fection of moderate intensity concerns the in- 
ternist, and may bene‘t bv his early diagnosis 
and prompt treatment. Clinically, there is no 
edema, increased blood pressure or cardiac 
hvpertrophy, retinitis, or kidney insufficiency; 
the blood chemistry is normal, and the only dif- 
ferentiatine sign is a more or less marked hema- 
turia which varies with the activity of pri- 
mary focus of infection. To th‘s differentiat- 
ing sien I wou'd add albuminuria without 
formed elements. I have fo'lowed one case 
of this sort for ten years. It occurred in a 
laboratory technician whose only urinary sign 
on repeated examination was albuminuria, In 
succession there were removed the tonsils, a 
hvdrosalpinx, and, finally, an infected ga!l- 
bladder, after which operation the albuminuria 
disappeared and has now been absent for four 
years. 

Unless the primary focus is discovered ani 
can be cured, this type is apt to result in dif- 
fuse chronic g:omerulo-nephritis. 

When unilateral and severe, I bel‘eve that 
this same lesion may be the so-called Brewer 
kidney and treated by decapsulation or ne- 
phrectomy. Doubtless, many of the unilateral 
essential or idiopathic hematurias that clear up 
after intrapelvic injections of silver nitrate are 
examples of this disease. Pe‘vic irrigation 
should be considered in all cases of persistent 
renal hematuria, even if bilateral, unless edema 
or hypertension is present. 
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The second type of this group without blood 
vessel changes is termed nephrosis. Patholog- 
ically, it is a degeneration of the renal 
epithelium of toxic origin. It occurs as a re- 
suit of syphilis, diphtheria and tuberculosis, 
and, of course, in an idiopathic form, The 
kidney lesion itself resembles that induced ex- 
perimentally by the administration of bichlo- 
ride of mercury, phosphorus, and arsenic to 
animals, The symptoms which differentiate it 
are edema without increased blood pressure: 
albumin, casts and blood occur in the urine; 
the blood chlorides are increased, while those 
in the urine are diminished. The prognosis 
is good following diphtheria and in the 
syphiiitic form when treatment is adminis- 
tered. 

In tuberculosis it is bad, usualiy winding 
up in amyloid kidney. 

Treatment of the kidney lesions is that of 
the primary disease of which they are a 
part, together with splinting of the kidney 
over the crisis by a salt free dry diet rch in 
albumin and such medication as will influence 
the edema favorably. 

The idiopathic form commonly progresses 
to contracted kidney. 

The point at which the forms without blood 
vessel lesions go over into the second group is 
indicated clinical:y by the development of in- 
creased blood pressure. In them are also fre- 
quently found albuminuric retinitis and a 
marked tendency to renal insufficiency. Three 
forms of these types are to be recognized,— 
acute and chronic diffuse glomerulo-nephritis 
and the contracted kidney or chronic intersti- 
tial nephritis. 

Acute diffuse glomerulo-nephritis is due to 
a narrowing of the glomerular vessels second- 
ary to the type noted in considering the first 
group, as a result of infectious disease (scar- 
let fever), from exposure to co.d or dampness, 
or to pregnancy. Clinically, there is scant, 
bloody urine, edema, and increased blood pres- 
sure; the blood chlorides are increased, while 
the nitrogens remain normal, The pro*nosis 
is serious in every instance. In treatment ap- 
propriate measures are taken to control the 
edema, acute cardiac insufficiency is to be 
guarded against, and, in case of complete 
anuria, kidney decapsulation may be done. 

Chronic diffuse glomerulo-nephritis results 
from continued changes in the glomeru-ar ves- 
sels with secondary parenchymatous degenera- 
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tion or endarteritis obliterans. These re-u't 
from unhealed lesions of the acute form or 
from poisons that gradually affect the vessels 
in a diffuse manner, for example, lead po!son- 
ing. Clinically, edema predominates if paren- 
chymatous degeneration is marked, increased 
blood pressure when an obliterating endarteri- 
tis is marked. Both chlorides and nitrogens 
are retained in the b:ood. The pronosis is 
bad in every instance, the disease eventually 
ending in contracted kidney and renal insuffi- 
ciency unless the damage to the heart muscles 
is sufficient to cause a heart death before this 
ensues, Treatment is palliative and directed 
at the anemia, heart failure and edema. 

The final stage of these lesions, interstitial 
nephritis or contracted kidney, may result from 
chronic diffuse glomerulo-nephritis or from 
wearing out of the organ;:—this latter is from 
frequently repeated mild injuries with scar 
tissue rep'acement. When fully developed, 
there is markedly increased blood pressure and 
a urine poor in solids with very little albumin. 
The blood nitrogens are high, while the chlo- 
rides are low except during attacks of edema. 
Clinical differentiation between this type and 
chronic glomerulo-nephritis is impossible or, 
at best, is only a shrewd guess. 

The prognosis is good as to years of life, and 
somewhat better in this respect in od people 
than in young ones; as to cure it is bad. The 
terminal stage is reached when the blood crea- 
tinin exceeds 5. mg. The treatment is sympto- 
matic and directed largely at the associated 
heart lesions. 


In the presence of true uremia, flood’nz the 
tissues with water and increasing elimination 
by hot packs and cathartics is indicated. 

In the chronic varieties, mixed les‘ons are 
the rule rather than the exception, so that the 
exact differentiation with the information that 
we can get today is not possible. 

Time does not permit a consideration of 
the true infections of the kidney—those 
amenable to surgical treatment. 

In summarizing, the practical results of this 
consideration may seem small in comparison 
with the amount of time and effort given to it. 
However, if it has given to any one the idea 
that nephritis, on a basis of patholoic anat- 
omy, progresses from one stage to another till 
the fixed form of contracted kidney is reached, 
unless the cause is determined and removed, 
it will have served its purpose. Another idea 
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is, that greater service can be rendered the pa- 
tient if, clinically, an attempt is made to study 
the disease on a basis of pathological physio- 
logy, rather than to try to classify the patient 
into one or another of the categories mentioned 
on a basis of post-mortem findings. 

Nephrosis, or toxic kidney, does not become 
an incurable disease until the blood vessel 
changes have taken place,—this being meas- 
ured by the development of increasd b‘ood 
pressure. Consequently, the search for a causa- 
tive focus-is not a waste of time until this per- 
sistent hypertonia is noted. The search should 
not be given up even then, but it will be prose- 
cuted with more hope and more vigor so long 
as this clinical feature is recognized and good 
results lie in prospect. 

Another finding is that clinical differentia- 
tion between the large white kidney of chronic 
parenchymatous nephritis and small white kid- 
ney of chronic interstitial nephritis is unat- 
tainab‘e in the light of our present knowledge. 
If this fact is recognized, the internist will 
save himself much unmerited self-criticism. 


1801 Lye Street, Northwest. 


SOME CLINICAL CONSIDERATIONS OF 
HEMATURIA—WITH LANTERN 
SLIDES.* 


By W. CALHOUN STIRLING, M. D., F. A. C. S., 
Washington, D. C. 
Associate Professor of Gemito-Urinary Surgery, Georgetown 
Medical School. 


In rropUCTION 

The subject of hematuria has been rehashed 
so thoroughly in the past few years that it 
is with some reluctance that this subject was 
chosen for discussion, However, when one 
sees the frequency with which this condition 
is dismissed and the patient assured that there 
is nothing seriously wrong, it is felt that at- 
tention should be directed anew to its im- 
portance. This paper comprises a review of 
300 urological cases treated by the writer, in 
which hematuria was one of the presenting 
symptoms. One of the reasons that hematuria 
is so lightly dismissed is the fact that, in the 
majority of cases, it is periodic in time and 
there is often a cessation of symptoms, follow- 
ing the administration of a urinary antisep- 
tic. Thus, the patient is assured that the 
b:eeding was of no consequence or the result 


*Read by title before the fifty-seventh annual meeting of the 
Medical Society of Virginia, at Norfolk, October 12-15, 1926. 

Also re “din 7O um uro.or ore the “‘ect-on on In- 
ternal Medicine of the Medical Society of the District of 
Columbia, October 22, 1926. 
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of some minor disorder. Kretschmer says 
that the presence'of blood in the urine is in- 
dicative of organic disease in the genito-ur’- 
nary tract. He further states that if th's view- 
point would be: assumed by all physicians, 
many patients who now seek relief for vari- 
ous urological lesions would be seen early in 
the course of the disease and at a time when 
much could be done, whereas, procrastinatio. 
at this time often permits the disease to be 
come so advanced that it is incurable. As a 
result of the improvements in urography at the 
present time, one is able to determine defi- 
nitely the source of practically all cases of 
hematuria, and to lessen the number of cases 
of essential or idiopathic hematuria. In no 
other specialty can such precision in diag 
nosis be obtained as in urology, so that one 
should be able to locate the source of bleed:ng 
as well as best outline the treatment neces 
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sary. Asa result of the propaganda for health 
examination by insurance companies, as well 
as the emphasis being made on the necessity 
of periodic health examinations by various 
lay writers, hematuria has been found to be 
far more frequent than was formerly thought. 
The day when the patient was dismissed after 
the finding of a few red blood cel!s in the 
urine is past, as it is generally recognized that 
even the presence of a few red blood cells in 
the urine is indicative of some serious disease, 
where recent trauma or venereal infections can 
be ruled out. 


The cause of hematuria may be conveniently 
divided into five main groups in the order of 
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their frequency: first, inflammation; second, 
stone formation; third, neoplasia; fourth. ob- 
structive lesions, and fifth, the chronic nephri- 
tides. Hematuria may result from extraneous 
sources and may be divided into two groups; 
the first being the result of systemic disease; 
the second, the result of inflammatory reac- 
tion in adjacent structures, Among the more 
common systemic diseases which may result 
in the appearance of red blood cells in the 
urine are purpura hemorrhagica, haemophilia. 
polycythemia vera, leukemia, Hodgkin’s dis- 
ease, splenic anaemia, schistosomiasis, i. e., 
blood fluke trematode, and cirrhosis of the 
liver. 

A case of purpura hemorrhagica was seen 
recently by the writer, in which hematuria 
was the outstanding symptom. Case Report: 
A female physician, age twenty-three years, 
was seen November 10, 1925, complaining of 
severe pain in the right kidney region with 
hematuria. Dr. Minot, of Boston, had seen 
the patient sometime ago and made a tentative 
diagnosis of purpura, A _ uretero-pyelogram 
revealed a sharp kinking at the uretero-pelvic 
junction, but no distortion of the pelvis proper 
was seen, An intravenous tha‘ein showed the 
output of each kidney to be normal. The pa- 
tient was seen at various intervals through- 
out the year, during which time she had sev- 
eral profuse hemorrhages, one of which re- 
quired a transfusion, A nephrectomy was sug- 
gested, but the patient refused to have it 
done, She had the typical subcutaneous blood 
extravasations in the skin seen in purpura. 
Her blood chemistry showed a low calcium 
content and delayed clotting time, with dimi- 
nution in blood platelets. The blood nitrogen 
was normal. 

Sisendrath quoting Locke and Minot reported 
several of these blood dyscrasias, including the 
hemophilia group, which caused hematuria. 
This suggests a careful history and blood ex- 
amination, as well as a thorough physical ex- 
amination to detect the presence of any hemor- 
rhagic spots in the skin. The blood calcium 
should be determined, together with a check 
of the bleeding time, in order to rule out the 
systemic group of cases which result in hema- 
turia. 

Diseases adjacent to the urinary tract which 
may result in blood in the urine include ap- 
pendicitis, carcinoma of the uterus, ovarian 
cysts, gali-bladder disease, pregnancy, etc. 
These above-mentioned diseases not infre- 
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quently involve the ureter by direct continuity, 
or involve the kidney as a result of a severe 
bacteremia, and thus result in hematuria. 

It is not uncommon to find red blood cells 
in the urine as the result of acute inflamma- 
tion of the appendix. The writer found this 
present in a large group of cases seen in con- 
sultation with a general surgeon, At times it 
requires all of the ingenuity both of the gen- 
eral surgeon and the urologist to determine 
the exact location of the infection. Inflamma- 
tory changes in the kidney are often the se- 
quelae of acute intra-abdominal conditions due 
to the toxins liberated in the blood. Acute 
appendicitis and calculus in the right ureter 
may be confused and thus result in a needless 
appendectomy. However, if any doubt exists 
as to whether or not inflammation of the ap- 
pendix is present, it is better to do an appen- 
dectomy rather than overlook an occasional 
pus appendix. Other extraneous cases of 
hematuria can usually be ruled out by a care- 
ful history, laboratory, and physical exami- 
nation. 

A complete X-ray study shou'd be made 
previous to a urological study in every case, 
as this is very helpful in eliminating stone, 
renal dystopia, and possibly new growths. 
This point cannot be too strongly emphasized. 
It has been the writer’s experience to frequently 
see cases that had received prolonged treat- 
ment without the formality of an X-ray, and 
in several of these a urinary calculus was found 
to be the cause of the bleeding. The two-glass 
urine test is also helpful in indicating the 
source of the bleeding. 


In this study of 300 cases in which hema- 
turia was an accompanying symptom, venereal 
and prostatic infections were excluded. Fifty- 
three per cent of the cases were due to lesions 
of the upper urinary tract. Forty per cent 
were vesical in origin, and the remainder the 
result of extraneous causes, The renal lesions 
resulting in hematuria occurred as follows, in 
the order of their frequency: (1) pyelonephri- 
tis; (2) calculus formation; (3) obstructions; 
(4) tubercucosis; (5) new growths; (6) chronic 
nephritis; (7) anomalies. Among the less 
common causes were hydronephrosis, pyone- 
phrosis, polycystic kidney, pyelitis of preg- 
nancy, papillitis, and following the adm‘nis- 
tration of some drug such as urotropin, mer- 
cury, turpentine, etc. A summary of each 
group will be enumerated as follows: 

Pyelonephritis—Inflammatory reactions in- 
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volving the kidney pelvis and parenchyma not 
infrequently result in hematuria. The corti- 
cal lesion is often metastatic in origin and 
usually is the result of a distant foci, such as 
the teeth and tonsils, One occasionally sees 
petechial hemorrhages with abscess format on 
beneath the renal capsu:e, especially in the 
more fulminating type of case. This usually 
extends to the kidney pelvis, resulting in pye- 
litis. A pye‘ogram will often show the pel- 
vis to be slightly dilated, and if the infection 
is severe, irregularity of the contour may be 
seen. This condition is characterized by the 
appearance of clumped pus in the urine. 

Case Report. C. R., age twenty-one, was 
seen December 10, 1920, complaining of severe 
pain in the left side and back. Red blood and 


Fig. 2.—Pyelogram showing marked kidney infection. Marked 
pyelectasis with kinking of ureter. Minor calices blunted 
and blurred. 


pus cells were present in the urine. A cysto- 
scopic examination showed a functionless left 
kidney with much pus from that side, ‘The 
patient was very ill, the thermal curve rang- 
ing around 104. A left nephrectomy was done 
for the pyonephrosis. Sections from the kid- 
ney showed an acute pyogenic infection 
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throughout the kidney. Recovery was un- 
eventful. 

Stone.—Hematuria is present at some time 
during the passage of a ureteral calculus, ani 
is very suggestive when seen during an attack 
of acute renal colic. This should not be con- 
fused with acute pyelitis, as one often simu- 
lates the other, and many cases of pyelitis are 
erroneously diagnosed as stone. A plug o/ 
pus will produce the same symptoms as stone, 
due to acute blockage of the ureter, which re- 
sults in distention of the kidney capsule. with 
subsequent pain, An X-ray wil aid in the 
diagnosis of stone, and is positive in approxi 
mately 90 per cent of the cases. 

Case Report: Mrs. A. L., age forty-six, en- 
tered the hospital February 1, 1925, complain- 
ing of severe pain in the right side, nausea 
and vomiting, together with the passage of 
blood in the urine. The patient had a similar 
attack three years ago, at which time a p ain 
X-ray was made, showing a shadow in the 
region of the kidney pelvis. A pyelogram was 


Fig. 3.—Giant ureteral calculus impacted low in the ureter, pro- 
hydronephrosis. Uretero-lithotomy required. Stone 
x3 em. 


not done. An exploratory nephrotomy was 
done elsewhere without success, as this shadow 
was later proven to be a migratory stone whi.h 
roamed at will in the ureter. A cystoscopy, 
on February 2nd, following an X-ray ex- 
amination, showed the stone in the lower ure- 
ter. <A left uretero-iithotomy was done after 
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anchoring the stone situ with a ureteral 
hougie, Recovery was uneventful. 

Obstructions —Much attention has been fo- 
cused on obstructions of the ureter in the last 
few years by Hunner. He has demonstrated 
that ureteral stricture is a definite clinical en- 
tity, and must be kept in mind in any obscure 
renal lesion. Rathburn, Lowsley, and others. 
have confirmed Hunner’s findings, so that ure- 
teral stricture should be kept in mind in any 
obscure hematuria. A wax-bulb catheter with 
pyeto-ureterogram will demonstrate the pres- 
ence of this condition. 

Case Report: Mrs. G. R., entered the hos- 
pital November 10, 1925, complaining of severe 
pain in the right epigastrium, nausea and 
vomiting, frequency of urination, and tenes- 
mus. A catheterized specimen of urine showed 


Fig. 4.—Pyeloureterogram showing marked obstruction of lower 
ureter, producing back pressure on kidney pelvis. Pelvic 
contour distorted. Blunting of minor calices. 


red blood cells. A mass was noted in the right 
upper abdomen. It was freely movable and 
was notched. The patient was in consultation 
with Drs. Thomas, Sullivan and Duehring, and 
the consensus of opinion was that it was either 
a kidney or gall-bladder condition, The pa- 
tient also had an inoperable carcinoma of the 


uterus. Her condition was so grave that a 
cystoscopy could not be done, death occurring 
four days after admission into the hospital. 
At necropsy a bilateral ureteral stricture was 
found, with extreme hydroureter and hydro- 
nephrosis. Each kidney pelvis and ureter held 
over 300 c.c. of fluid. Death resulted from 
uremia, together with cachexia, with degenera- 
tion of all of the internal organs, This case 
illustrates the extreme dilatation which may 
occur as the result of stricture of the ureter. 

Tuberculosis—One of the earliest findings 
in tuberculosis of the kidney is red blood ceils 
in the urine. This is due to the breaking down 
of minute foci situated beneath the pelvis of 
the kidney. Later, these foci undergo necro- 
sis, and one not infrequently sees the entire 
kidney destroyed from caseation and necrosis. 
Given a patient with severe tenesmus and the 
presence of blood in the urine, one should al- 
ways look for the tubercle bacillus, which can 
be found in the urine in approximately 90 per 
cent of the patients suffering from this con- 
dition. Several cases have been recently seen 
in which only minute foci of tuberculosis could 
he found. and these were principally micro- 
scopic. Tuberculosis is bilateral in 20 per cent 
of the cases, and in order to obtain the best 
results the patient must be seen early. 

Case Report: Miss L. B., entered the hos- 
pital October, 1926, complaining of extreme 
tenesmus and frequency of urination. The 
urine was blood tinged. The patient gave a 
history of having to get up eight or ten times 
at night to void, lasting over a period of two 
years, Cystoscopic examination revealed small 
ulcers situated about the right ureteral ori ‘ce. 
A specimen of urine from the right kidney 
contained occasional tubercle bacillus. 
Right nephrectomy was done with partial ex- 
tirpation of ureter. Sections made after re- 
moval of the kidney showed almost complete 
destruction of the kidney from tuberculosis. 
The patient made an excellent recovery. 

New Growths—Hematuria is present at 
some time in approximately 70 per cent of all 
renal tumors, and constitutes the principal 
sign of the classical triad of symptoms pathog- 
nomonic of this condition, i e., mass, bleeding 
and pain. The bleeding with new growths is 
characteristically intermittent, usually pain- 
less, and quite often very profuse. A _pyelo- 
gram will usually show distortion of the pel- 
vic contour, and is very helpful in making a 
diagnosis of this condition. 
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Case Report: Mr. B., entered the hospital 
July 19, 1926, complaining of a mass in the 
right upper quadrant. The urine had con- 
tained blood at various intervals over the past 
twelve months. The mass in the upper right 
side had gradually increased in size, and there 
had been a marked loss of weight. A diag- 
nosis of gall-bladder disease was made six 
months ago, followed by an exploratory opera- 
tion. The patient was told that the gall-blad- 


Fig. 5.—Pyelogram showing marked distortion as result papillary 
adeno-carcinoma (hypernephroma.) Tube was from pre- 
vious intra-abdominal operation. 


der was diseased, following the Graham tech- 
nique, but the exploratory operation revealed a 
normal gall-bladder. A cystoscopy at this 
time showed characteristic deformity of kid- 
ney pelvis with a diminished thalein output. 
A right sub-capsular nephrectomy was done: 
recovery was uneventful. The tumor measured 
8x10 cm. Sections showed papillary adeno- 
carcinoma (hyper-nephroma). 

Chronic nephritis not infrequently causes 
hematuria, and usually follows an acute in- 
fectious disease. Nephritis is a part of the 
systemic involvement as a result of the bac- 
teremia, and usualiy reveals itself by the pres- 
ence of casts and a trace of albumen in the 
urine. The acute infection may run its course 
and leave no permanent renal damage, or re- 
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sult in chronic glomerulo or interstitial nephri- 
tis. In the latter condition the blood pressure 
is usually higher than normal, albumen and 
casts are present, and myocardial changes are 
not uncommon. 

Case Report: Miss G. R., age eighteen. was 
seen in consultation January 20, 1925, com- 
plaining of headache, nausea and vomiting, 
and anorexia. A catheterized specimen showed 
red blood cells, albumen and granular casts. 
The patient was seen following an attack of 
influenza which lasted two weeks. There was a 
slight impairment of the renal function, as 
shown by the thalein test and blood urea. 
With rest, diet, and supportive treatment, the 
patient gradually recovered and was dis 
charged cured. 

Thirty per cent of this series of hematurias 
were vesical in origin, and occurred in the or. 
der of their frequency as follows: Benign ade- 
noma of the prostate, tumors, stone, simple 
and tuberculous ulcers, diverticulum, and can- 
cer of the prostate. Lack of time precludes a 
discussion of each of these groups. However. 
a diagnosis can be made by cystoscopy, and in 
some of the obscure conditions, such as di- 
verticulum, cystography will confirm the cys- 
toscopic findings. Cancer of the prostate can 
usually be detected by the stony hardness felt 
upon rectal palpation. All cases of suspected 
malignancy should be rayed for possible me- 
tastases, as from 30 to 40 per cent have metas- 
tasized by the time the patient is first seen. 
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THE SINUS PROBLEM.* 
By G. B. TRIBLE, M. D., Washington, D. C. 

The problem of the sinuses is not a mere 
figure of speech. In no field has it been harder 
to get away from inherited presumptions. and 
to consider carefully the fundamental facts of 
anatomy and pathology and to rescrutinize the 
testimony and opinions that have prevailed. 


*Read before the District of Columbia Medical Society, at 
Washington, D. C., November, 1925. 
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There are in practice three sub-divisions of 
this problem intimately interwoven and inter- 
mingled, and a solution must be obtained that 
will be satisfactory from three standpoints: 
First, that of the patient. What can he ex- 
pect or hope for from the various methods and 
procedures offered? Second, what result can 
the physician, the surgeon, ophthalmologist 
or other specialist legitimately expect from the 
treatment by the rhinologist—and are the 
dangers so great, and the limitations so con- 
fined, the successes so few, that we may prop- 
erly doubt the wisdom of submitting our pa- 
tient or advising our friend to undergo the 
expense, loss of time, or other inconveniences 
from operations, let alone the possibility of 
fatality ? 

From the rhinologist’s point of view must 
he considered the feasibility of the treatment, 
the operative measures to be adopted, either 
as adjuncts or as of curative value in them- 
selves. Also, the anatomical relationships of 
the field to be attacked, its surgical accessi- 
bility, the reasons for temporary set-backs and 
partial failures must be fully taken into ac- 
count and means devised to overcome them. 

With the multiplicity of cults and even with 
the division and quite proper difference of 
opinion among medical men themselves, the 
patient is bewildered. He has now been “sold,” 
commerciaily speaking, on sinusitis; he now 
considers it one of the evils to which flesh is 
heir; his education the past few years has been 
brought to the point that when he has a per- 
sistent headache or neuralgia, nasal or post- 
nasal discharge, sneezing, stuffiness of breath- 
ing, prolonged loss of sense, of smell or taste, 
he will diagnose his case as sinusitis, and 
either independently begin some sort of treat- 
ment, consult his physician, or come direct to 
some recommended specialist. There is now 
even a chance of his overdoing it and not tak- 
ing into account the possibility of other fac- 
tors entering into his condition, Progress in 
medicine is made, unfortunately, by fits and 
starts, by action, over-action, then reaction,— 
later, the establishment of advance along a 
compromise or mean. This has been true of 
gynecology, of surgery of the appendix, and 
will probably be true of the sinuses, Granting 
that a diagnosis of sinus involvement as the 
predominating cause of complaint has been 
reached, the question of relief of symptoms 
becomes paramount in the patient’s mind. 
Can he be cured? If not, can he be relieved? 


In the main, the answer can safely be given 
in the affirmative, provided no complications 
have set in, though a strict histological exami- 
nation would probably show that no sinus, in- 
fected by pathogenic organism over any pro- 
longed length of time, ever precisely returns 
to the normal. The analogous structure, the 
middle ear, communicating likewise with the 
upper respiratory tract, though more highly 
specialized, usually shows persistent interfer- 
ence with function after a healed suppuration 
or a cleared tubal stoppage. 

The day has almost passed, fortunately, 
when a patient comes for examination, giv- 
ing a history of persistent headache, nasal 
discharge or “catarrh” in his language, coupled 
with marked signs and a blood picture of 
secondary anemia, stating that he has been 
examined and radiographed thoroughly, all 
except his head. Usually in such a case, the 
tonsils have been removed and a few teeth ex- 
tracted, undoubtedly very worthy therapeutic 
measures, but not sufficient to clear up his 
condition or to understand the basic reasons 
for the existing symptom complex. 

The arguments against operative measures 
can be grouped under two great heads: first, 
unpleasant consequences, complications arising, 
during the operation or unforeseen sequelae, 
and second, failure to cure. Under operative 
procedures are here included such simple 
measures as probing the ostia, amputation of 
the anterior end of the middle turbinate, and 
diagnostic puncture of the nasal antral wall 
beneath the inferior turbinate. This last has 
had attributed to it a number of fatalities, 
usually believed to be due to the injection of 
air or fluid which may find its way through 
dehiscences of the bony wall into the orbit or 
even dura, This is in cases where no error 
of technique has caused penetration of other 
than the antrum, Simple removal of the an- 
terior end of the middle turbinate has been 
thought to be productive of antral disease by 
permitting infected material from the upper 
sinus group to be deflected into the antrum, 
while severe hemorrhage and an occasional 
meningitis from either brain trauma or pack- 
ing has been reported. Snaring of polypi has 
even been fatal but only with extensive pre- 
existing bone disease. Probing or attempted 
probing of the frontal and sphenoid have also 
had a series of unfortunate consequences, due 
almost entirely to the fact that the sinuses are 
anatomically vestigial organs, and the excep- 
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tion is the rule. The series of deaths collected 
and reported by Loeb following nose and 
throat work are astounding, but, so far as 
sinus operation deaths are concerned, can be 
explained for the most part by unexpected 
anatomical relationship, and a study of these 
reports will bear out the opinion that, in a 
large percentage of these cases, the pathology 
had so advanced that a fatal outcome from 
complications could not long have been 
avoided. The complications and lack of suc- 
cess in the more important operations are cor- 
respondingly found, and may be simple, such 
as dryness, crust formation, recurrence of dis- 
charge, persistence of pain, osteomyelitis, 
septicaemia, extension to the dura, or the 
lighting up of dormant brain abscesses. Un- 
fortunately, in these cases, with an infection 
of long standing, even after a surgical cure, 
the primary shadows in a radiograph persist 
for a long time, or occasionally are permanent 
and cause a great deal of chagrin to the opera- 
tor when the patient consults other specialists, 
is radiographed again, and told that there is 
a cloudiness, or opacity in one or more sinuses. 

The presentation of all the complications 
and untoward results naturally brings up this 
question: Why treat these cases? Or, if they 
are treated, why not treat the most grave as 
well as the simple ones by palliative measures / 
Fortunately, this is what can be done in a 
simple acute case, suppurative or non-suppura- 
tive, unless there are threatening complica- 
tions. Every coryza of any duration is com- 
plicated or followed by an inflammation of 
one or more of the accessory air cells. The 
usual treatment by salines, mild antipyretic 
measures with hot or cold drinks, and topical 
applications of heat or cold to give relief 
from pain, is about all that is indicated. In 
the acute cases with rapid extension, more 
active treatment must be instituted, drainage 
secured, whether by the simple shrinking of 
the inflamed tissue of the nasal mucosa, or by 
the surgical removal of obstructions, and will 
usually take care of such infections. It is well 
to bear in mind that at any time during the 
course of such conditions, threatening exten- 
sions may arise, and for this reason these pa- 
tients should receive the care of a specialist. 
The question of light or heat therapy, or, in 
fact, any therapy that avoids surgery, is con- 
stantly in the foreground, and among these 
measures there is to be considered the newer 
style quartz lamp. It must be borne in mind 
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that authority can be found in literature fi.» 
any measure imaginable, no matter how weir:| 
the therapeutics. Even the makers and di.- 
tributors of the quartz lamp do not claim for 
it the penetration of bone, contenting then- 
selves with the assertion that exposure to this 
light stimulates calcium metabolism, as in the 
treatment of rickets by this means, and, in- 
directly, is of service even with bone involve- 
ment. Along this line we also have the use 
of calcium and thyroid or para-thyroid in 
ternally, which does seem to have a distinc: 
therapeutic value, especially in the low grade. 
long continued processes, associated with or 
sequel to vasomotor rhinitis. 


The next measure is the application of one 
of the various types of vacuum pumps. whicl) 
also is of great merit in properly selecte«| 
vases, especially of the upper sinus group, bu 
preferably after the mucosa has been shrunken 
with a weak solution of cocaine and adrenalin 
and any mechanical obstacles removed. It can 
be readily demonstrated, but can be seen with- 
out demonstration, that such an apparatus can 
be of no avail in an antrum suppuration. for 
the natural opening is near the superior wall 
or roof of the antrum of the classic case. with 
no septa, and, besides, has a tortuous course. 
After such treatment, it is usually better to 
use a simple alkaline irrigation, and then pack 
the nasal chamber with strips of gauze or 
bandage material saturated with one of the 
colloidal silver preparations or one of the 
newer dye antiseptics. 

No matter from what angle considered, the 
‘ational treatment of all chronic suppurative 
sinus infections, and a large percentage of the 
non-suppurative, involves ultimately some de 
gree of surgery, This is predominantly true 
in all antrum infections of dental origin, or 
complicated after their onset by some dental! 
condition. In the sinus conditions of children 
it is a surgical question even though the surg- 
ery is not always directed to the area involved. 
We find, for instance, proper removal of ton- 
sils and adenoids will serve to permit ventila- 
tion and areation of these cells. 

Aside from the discomfort and pain with 
the non-suppurative cases—which may be from 
an involvement of Meckel’s ganglion, which is 
situated in the nasal chamber just posterior 
to the end of the middle turbinate, and poorly 
protected—and from the discharge or polypoid 
degeneration of the suppurative. what are the 
dangers in allowing these conditions to con- 
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tinue? It can be clearly shown that these 
conditions are not without danger; case after 
case with optic nerve involvement, or the pro- 
duction of an irido-cyclitis, are on record, and 
this is only a question of the complications 
involving a single organ. 

The ocular complications have been more 
thoroughly studied than involvements from the 
sinuses reaching other organs. They are prob- 
ably more frequent from the close relation- 
ship,—for the eye as an organ is surrounded 
on three sides by extensions of pneumatiza- 
tion. The optic nerve may lie directly in the 
posterior ethmoids or sphenoid. Birch- 
Hirschfeld has reported almost 60 per cent of 
orbital inflammations as of sinus origin. This 
is the result of either direct extension, as an 
orbital periostitis, osteitis, orbital cellulitis, or 
abscess, The rich anastomosis of the veins 
around the sphenoid and ethmoid leads to both 
orbital and dural thrombo-phlebitis, while the 
position of the optic nerve from its course 
through the optic canal to its actual entrance 
into the globe renders it subject to attack, 
whether from pressure of exudates, inflamma- 
tion of the retro-bulbar portion, interference 
with the proper arterial and venous circula- 
tion, or from direct involvement by suppura- 
tive processes. 

Extension to the brain is now coming to the 
fore, and intracranial complications can no 
longer be considered a rarity. Post-mortems 
by the thousands have shown pathology in the 
sinuses, ranging up to 40 per cent of all cada- 
vers examined. For a long time, these find- 
ings and their significance were ignored, and 
the presence of empyema in these cavities was 
considered a terminal manifestation. The bac- 
terial agents have been anything that have 
been found in the nose or throat and in the 
antrum with its dental infections, anaerobic 
organisms. These latter are characterized by 
an extremely fetid pus, in contra-distinction 
to the antrum infection of nasal origin. A 
simple non-suppurative sinusitis by blockage 
of drainage, or even the vacuum type, may be- 
come converted into the blennorrheic, and that 
into the suppurative, carrying in its wake 
osteomyelitis, rarefaction of bone; osteoporo- 
sis, may lead directly to meningeal involve- 
ment, which may start as a circumscribed 
pachymeningitis in the neighborhod of the 
bony involvement, or may extend as a pachy- 
meningitis interna, followed by an abscess 
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which may be extra-dural or intra-dural, or 
may produce an abscess deeper in the brain by 
extensions through the lymphatics or by means 
of a septic thrombo-phlebitis, This latter may 
account for the presence of abscesses far re- 
moved from the original site of the infection. 
The cases with fatal termination in sinus dis- 
ease are due to brain involvement in the great 
majority of cases, though an occasional septi- 
‘aemia may be responsible. Focal infection 
in widely different parts of the body from 
sinus infection may occur, but it is rarer than 
direct extension to the cranial cavity, and has 
not been so well studied. Depending upon 
the anatomical relationship, it is found in the 
case of the sphenoid that its complications are 
most often meningitis or an infective phlebi- 
tis of the cavernous sinus, Dehiscences in its 
wall may permit the mucosa to be in direct 
contact with the dura. 

In the series of slides selected, an attempt 
will be made to trace the development of the 
sinuses, the anatomical relationships found. 
the question of injury to the teeth in external 
operations on the antrum, the dangers of prob- 
ing, and the reasons governing, so far as we 
know them, the different types of complica- 
tions found. No stretch of the imagination 
will be needed to show the dangers of unrecog- 
nized and imperfectly drained suppurations. 

I wish to acknowledge my indebtedness to 
Dr. Parsons Schaeffer, Dr. Fielding Lewis. 
and Dr. Louis Clerf, of Philadelphia, for as- 
sistance in the matter of slides, and to Dr. 
Bierman, this city, for making originals and 
copies, and demonstrating them. 

1801 E'ye Street, Northwest. 


Miscellaneous 


Elimination of Substandard Drugs Object 
of New Survey by Bureau of Chemistry. 


To see that potent pharmaceuticals comply 
with the standard of strength indicated by 
their labels, the Bureau of Chemistry has be- 
gun a resurvey of all the more important 
preparations, according to a recent statement 
by the officials of that bureau charged with the 
enforcement of the Federal food and drugs act. 

The text of the statement follows: 

“For the past two or three years the Bureau 
of Chemistry has been devoting special atten- 
tion to the more important pharmaceutical 
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preparations, particularly hypodermic tablets 
and potent galenicals, on the American mar- 
ket. In this investigation the pharmaceutical 
manufacturers have co-operated actively 
through ‘contact committees’ appointed by 
their associations. These committees have de- 
voted intensive study to the methods of analy- 
sis for some of the most important pharma- 
ceuticals, particularly medicinal tablets, and 
have specified what they regard as allowable 
tolerances for some of them. Two reports sub- 
mitted by the committees have been made avail- 
able to the industry as a whole. 

“There have been examined by the Bureau 
of Chemistry samples of a representative num- 
ber of the products of practicatly all Ameri- 
can manufacturers of drugs of the type under 
investigation. The results of this investiga- 
tion have shown that, while the large ma- 
jority of these products are reliable and true 
to label, a not negligible proportion has been 
at material variance from their professed 
standards. In a number of instances where 
the quality of the product has departed exces- 
sively from the expressed standards, prosecu- 
tion of the manufacturers was _ instituted. 
There has been no indication of any intent on 
the part of any manufacturer of pharmaceuti- 
cal products deliberately to adulterate his 
preparations, The deviations found have a'l 
been due, it is believed, to lack of adequate 
supervision and control. 


Accuracy 1x Porent Mepicrnes Essentian 

“The officials of the Bureau of Chemistry 
believe, and their opinion is shared by the re- 
sponsible manufacturers, that in the case of 
medicines depended upon in emergencies and 
in the treatment of serious diseases no efforts 
should be spared to guarantee the accuracy 
of the dosage employed, It is usually imprac- 
ticable for the physician to determine for him- 
self whether or not a drug is of standard 
strength, quality, or purity. He must depend 
upon the manufacturer to furnish his medical 
supplies correctly made. 

“Not only are the patient and the physician 
protected by a strict enforcement of the food 
and drugs act, but the conscientious manufac- 
turer also is protected against the competitor 
who perhaps fails to exercise proper care in 
the manufacture and control of his prepara- 
tions. This work, therefore, has had the hearty 
support of the pharmaceutical manufacturing 
industry as a whole, and no little of the ac- 
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complishments of the past few years is at- 
tributable to this moral support and active 
co-operation. 


Wiper Rance or Propucts Resurvey 

“The Bureau of Chemistry is now preparing 
to resurvey the entire field of pharmaceutical 
preparations, It is the intention to include 
a wider range of products than was investi- 
gated in the first survey. In addition to hypo- 
dermic tablets and galenical preparations, there 
will be examined drugs in the forms of com- 
pressed tablets, tablets triturates, capsules, 
ampoules, and others. As a resu:t of the pre- 
vious survey and regulatory action brought in 
connection therewith, and as a result of the 
splendid co-operation from the manufacturers 
in studying intensively many of the problems 
involved and adopting more effective methods 
of control, it is believed that variations from 
declared standards throughout the entire field 
of pharmaceuticals will be much less than 
were found during the first survey. However, 


it is the intention, because of the general warn- . 


ing to the trade through the developments in 
the first survey, which impressed upon manu- 
facturers the necessity for revision of their 
manufacturing and control methods wherever 
inadequate, to bring legal action during the 
coming survey on variations from standards 
whenever these are wider than warranted un 
der adequate supervision. It is possible, there- 
fore, that action may be taken in some cases 
which would have been passed over with a 
warning during the former survey. 

“The ultimate purpose of this work is to 
eliminate substandard drugs from the Ameri- 
can market with as little confusion as possible, 
so that physicians can rely upon the accuracy 
of the remedial agents which they prescribe 
or dispense. 

“To this end the continued co-operation of 
the industry is invited. There can be no doubt 
of the possibility of mutual helpfulness, and 
indeed, of general benefit, from an exchange 
of information and the results of research on 
such subjects as the supervision and control 
of the manufacture of potent drugs.” 


Copies of the recommendations of the com- 
mittees on the degree of accuracy for the hypo- 
dermic tablets under consideration may be 
obtained upon application to the Bureau of 
Chemistry, U. S. Department of Agriculture, 
Washington, D. C. 


19 


Li 

19 

as 

he 

it 

ou 

ti 

th 
Ir 

ar 

is 

A 

a 

pl 

be 

of 

ca 

tl 

th 

tr 

S] 

fc 

01 

Ww 
m 

re 

al 

| tk 

tk 

tl 


1927 | 


Womans Auxiliary Medi- 
cal Society of Virginia 


At the request of the officers of the Auxili- 
ary, this space has been set aside for com- 
munications from them regarding matters of 
interest, both to the profession and to the 
women members of their families. 


All communications should be addressed to 
Mrs. E. F. Truitt, Secretary, Westover Avenue, 
Norfolk, Virginia. 


WHY A WOMAN’S AUXILIARY? 

[Read by the President, Mrs. SourneGare 
LeigH, at the annual meeting, October 13, 
1926.] 

This subject has been selected as I have been 
asked so many times during the year, “Why 
have a Woman’s Auxiliary?” “What good is 
it doing?” And then I hear so much about 
over organization, and nothing for us to do. 

Yes, it is true. Most all men’s organiza- 
tions have an accompanying organization for 
their wives, mothers, sisters and daughters. 
In these and in all worth while clubs there 
are doctors’ wives who are leaders, But, there 
is no other organization besides the Woman's 
Auxiliary that has the good of the physician 
and surgeon at heart. 

Why not use our Auxiliary as a means of 
promoting this club work, and let the credit 
be placed where it belongs? 

The first Auxiliary grew from the falling 
off in attendance of the Dallas County Medi- 
cal Society in Texas. This put the idea into 
the minds of doctors’ wives that, if the wives 
could be interested, the doctors would attend 
the meetings more regularly. A small group 
tried it, merely as a social feature, but such 
splendid women as the doctors’ wives soon 
found wide channels of usefulness. Thus they 
organized the first Auxiliary, learning very 
quickly that a working Auxiliary means a 
working County Medical Society. 

There are twenty-four states organized and 
more than five thousand members, Virginia 
has about three hundred and fifty members. 

The need for County Medical Societies in 
Virginia is very great. I visited a small town 
recently where there was no County Society 
and, of course, no Auxiliary. There I learned 
that the children were not compelled to be 
vaccinated, with an epidemic of smallpox in 
the next County, and the citizens would not 
even allow cards to be placed on doors where 
there were contagious diseases! 
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Even if there are only two or three doctors 
in a County, or town, you can urge your 
husbands to organize and with them carry out 
a wonderful health program. 

The doctors are making the standard of 
their profession higher each year and the 
wives’ particular part is to help through the 
Auxiliary, We should be the great power be- 
hind the throne to disseminate the knowledge 
the public is demanding. The intelligent gen- 
eral public demands higher standards from its 
doctors than ever before, and it has a right 
to. 

In an article published recently in the Satur- 
day Evening Post, entitled “Choosing Your 
Doctor,” the first question asked was, “Has he 
the post-graduate habit?” “Is he still a stu- 
dent?” And we should ask, “Is he a regular 
attendant at the meetings of his local, state, 
and as often as possible, the National Medical 
Societies?” If not, he is slowly but surely 
faliing behind the profession, for nothing can 
take the place of frequent contact, discussion 
and comparing of notes. The doctor who has 
stopped studying and discussing has stopped 
thinking. 

Today the demand is for the doctor to be 
a teacher as well as a healer. It is the duty 
of the wife to urge his attendance at Medical 
Meetings, not that we doctors’ wives want to 
be competitors of our husbands nor is it given 
us to do the good in the world which our hus- 
bands have in their power to do, but there is 
a distinct service that is our share in being 
a helpmate. 

In preventive medicine, we have a direct 
message from the American Medical Associa- 
tion, and also from Dr. Wendell Philips, presi- 
dent of that Association, there is a call to 
arms in a preparedness campaign. The idea 
of annual physical examinations is not a new 
one but, when our National Medical President 
asks that each of us have a thorough physical 
examination once a year, we, as a State Auxi- 
liary, are pledged to work for a 100 per cent 
score. 

There is no higher calling than that of 
medicine. We are proud to be doctors’ wives 
and help put across to laymen the principles 
of the greatest of all physicians, to overcome 
the false with the true, and teach that real 
health, real vigor, and real color come from 
within, that the rouged lips, tinted cheeks and 
artificial tan, that so easily fake a healthy 
look, are a menace to the health of the Nation, 
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but that exercise, diet and right living bring 
the health that endures. 

I have learned that the physician’s wife has 
a great influence for good, and that if we will 
become organized and work together, we may 
help raise the standard of the medical profes- 
sion and we may aid in improving living con- 
(litions among those who need help in our 
home communities and in the Nation. 

It has been through the deep and eager in- 
terest in health matters taken by the Women’s 
Clubs and the Parent-Teacher Association 
Workers, and the splendid service they are 
giving in support of public health movements, 
that the average head of a family today is 
quite capable of appreciating and grasping the 
explanations of the medical profession. 

The Auxiliary can be of great assistance to 
the Parent-Teacher Association by carrying 
out their splendidly planned pre-school and 
school work in districts where there is no 
organized Parent- Teacher Association. Also 
in our women’s clubs, your Auxiliary could ask 
for a day and put on a health program each 
vear. We must be leaders in health crusades. 

The American Medical Association saw the 
need of putting into the hands of the laity, 
reliable information, and is publishing a splen- 
did magazine of health, “/Zygeia,’ and 
“Hyg geia” represents the thoughts of the great- 
est minds of the American Medical Associa- 
tion relating to health problems as they should 
he presented to the people. “//ygeia” is prob- 
ably the most valuable magazine published in 
America today. A service of untold value is 
rendered by the Auxiliary when this maga- 
zine is put into the hands of the public. Let 
it be your ambition that every school and pub- 
lie libr ary in the State will be users of 
“Hygeia.” The slogan is “//yqgeia in the 
hands of every school teacher.” 

Why an Auxiliary when there is so much 
for us to do! 

Will you not, every one of you, come into 
our Auxiliary, determined to put your very 
best effort into this work? You are needed 
and this is your task. Also, it is to the best 
interest of your doctor and his profession. 


“To THE Docror’s WIFE” 
“Into your keeping he has given his heart, 
His professional life is a thing apart, 
A life that is built on a vision divine, 
To minister to all suffering mankind. 
A service to which he is giving his life, 
But remember his happiness is made by his wife. 
So wake up to the vision of what you can do, 


To the part in this service that is open to you. 
—Addine C. Myers, (President of the Woman . 
Auziliary to the Medical Society of 
Georgia.) 


I am indebted for some of the above infor- 
mation to the Year Book of the Woman - 
Auxiliary to the Texas Medical Society. 

526 Shirley Avenue. 


The Dinwiddie Medical Auxiliary, 


At a recent meeting, elected the following 
officers for the ensuing year: President, Mrs. 
Edwin J. Nixon; vice-president, Mrs. C. S. 
Dodd; recording secret ary, Mrs. Claiborne T. 
Jones; corresponding secretary, Mrs. W. M. 
Bowman; treasurer, Mrs. William B. Mell- 
waine, The meeting was held at the home of 
Mrs, Wright Clarkson, retiring president. 


Proceedings of Societies 
The Alexandria Medical Society, 


At its annual meeting held early in Decem- 
ber, elected the following officers for the en- 
suing year: President, Dr. F. M. Dillard: 
vice-president, Dr. W. Clyde West; secretary- 
treasurer, Dr. H. A. Latane. All are of Alex- 
andria. The attendance was excellent and in- 
cluded several visitors, An interesting paper 
was presented by Dr. West. Following the 
meeting, an elaborate supper was served. 
The Lynchburg and Campbell County Medi- 

cal Society, 

At is regular meeting on December the 6th, 
under the presidency of Dr. Hunter B. Spen- 
cer, elected to membership Dr. A. G. White. 
of Lynchburg, R. F. D. 5. At this meeting, 
Dr. R. M. Taliaferro was elected president. 
Dr. Sam Wilson, vice-president, and Dr. S. E. 
Oglesby, secretary-treasurer, succeeding Dr. 
F. Musgrave Howell who has filled this position 
most acceptably for some years. 

The Richmond Academy of Medicine, 

At its regular meeting held December 14th. 
elected Dr. Stuart Michaux president, and Drs. 
M. L. Anderson and Warren T. Vaughan first 
and second vice-presidents, respectively. Dr. 
A. L. Gray presented a very interesting paper. 
The Petersburg Medical Faculty. 

Dr. J. Shelton Horsley, President of the 
Medical Society of Virginia, gave an interest- 
ing address before the Faculty at its regular 
meeting on December the 18th. Following 
this, there was the annual election of officers. 
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Dr. W. C. Moomaw was elected president, 
Dr. E. W. Young vice-president, Dr. William 
McIlwaine, corresponding secretary, and 
Dr. John M. Harwood was re-elected secretary- 
treasurer. 


The Truth About Medicine 


In addition to the articles enumerated in our letter 
ot October 29th, the following have been accepted: 
Cutter Laboratory 
Tetanus Antitoxin for Human Use, 10,000 Units. 
Tetanus Antitoxin for Human Use, 20,000 units. 
Typhoid Prophylactic, 1 ¢.c. syringe. 
Typhoid Prophylactic, 20 c.c. bottle. 
Parke, Davis & Co. 
Scarlet Fever Streptococcus Antitoxin Concen- 
trated Globulin—P. D. & Co., 1 cc. 


NEW AND NON-OFFICIAL REMEDIES. 


Bacillus Acidophilus Culture (B. A. Culture).—A 
pure aqueous suspension of Bacillus acidophilus, 
marketed in vials containing about 120 ¢.c. It con- 
tains not less than one hundred million viable or- 
ganisms (B. acidophilus) per c.c. at the time of sale. 
(For a discussion of the actions and uses of bacillus 
acidophilus preparations, see New and Non-official 
Remedies, 1926, p. 211, “Lactic Acid-Producing Or- 
ganisms and Preparations”). B. B. Culture Labora- 
tory, Inc., Yonkers, N. Y. 

Psyllium Seed.—The seed of Plantago Psyllium and 
related species of Plantago. By virtue of its indi- 
gestibility and mucilaginous character, psyllium seed 
acts as a mild laxative. 

Psylium Seed—Richards.—A brand of psyllium 
seed—N. N. R. Richards, Inc., Glen Olden, Pa. (Jour. 
A. M. A., Nov. 6, 1926, p. 1559). 

Ovarian Residue Soluble Extract—P. D. & Co.—A 
solution of an extract of desiccated beef and hog 
ovaries, from which the corpora lutea have been re- 
moved, in physiological solution of sodium chloride, 
each ¢.c. containing 0.04 Gm. of soluble extract. The 
actions and uses of ovary preparations are discussed 
in New and Non-official Remedies, 1926, p. 269. The 
product is marketed in 1 ¢.c. ampules. Parke, Davis 
& Co., Detroit. 

, Protein Extracts—Mulford—For a discussion of 
the actions and uses, see ‘“‘Allergic Protein Prepara- 
tions” (New and Non-official Remedies, 1926, p. 36). 
In addition to the Protein Extracts, Mulford de- 
scribed in New and Non-official Remedies, 1926, p. 
36, the following products, marketed in 5 c.c. vials 
containing 500 “protein units” per cc, have 
been accepted: Butternut Protein Extract—Mulford; 
Cheese Protein Extract—Mulford; Cherry Protein 
Extract—Mulford; Cocoanut Protein Extract—Mul- 
ford; Crab Protein Extract—Mulford; Duck Feathers 
Protein Extract—Mulford; Garlic Protein Extract— 
Mulford; Ginger Protein Extract—Mulford; Goose 
Protein Extract—Mulford; Grape Protein Extract— 
Mulford; Grapefruit Protein Extract—Mulford; Had- 
dock Protein Extract—Mulford; Halibut Protein Ex- 
tract—Mulford; Herring Protein Extract—Mulford; 
Mustard Protein Extract—Mulford; Nutmeg Protein 
Extract—Mulford; Paprika Protein Extract—Mul- 
ford; Parsley Protein Extract--Mulford; Parsnip 
Protein Extract—Mulford; Peach Protein Extract— 
Mulford; Pear Protein Extract—Mulford; Pecan Pro- 
tein Extract—Mulford; Pineapple Protein Extract— 


Mulford; Prune Protein Extract—Mulford; Raisin 
Protein Extract—Mulford; Shrimp Prote.n Extract— 
Mulford; Sole Protein Extract—Mulford; Tuna Fish 
Protein Extract—Mulford; Turnip Protein Extract— 
Mulford; Walnut (Black) Protein Extract—Mulford; 
also the following product marketed in 5 c.c. vials 
containing 250 “protein units” per ¢.c.: Duck Pro- 
tein Extract—Mulford. H. K. Mulford Co., Phila- 
delphia. (Jour. A. M. A., Nov. 20, 1926, p. 1743). 


PROPAGANDA FOR REFORM 


The Radioactivity of Natural Waters.—The pres- 
ence of radioactivity in mineral waters was accepted 
by many as an explanation of the alleged clinical 
effects of such waters that had attained some repu- 
tation throuzh their use medicinally for bathing or 
drinking. After careful consideration of the evidence 
now available, the Council on Pharmacy and Chemis- 
try of the American Medical Association concluded 
not to accept any radium solution for internal use 
the dosage of which is less than 2 micrograms per 
day, or any radon (radium emanation) generator that 
yields less than 2 microcuries of radon during each 
twenty-four hours. It has been estimated that to 
obtain the dose of 2 micrograms by drinking 1 gallon 
of water, which is considerably more than most 
people drink in a day, the radioactivity of the water 
would have to be about 500 millimicrocuries per liter 
(a millimicrocurie is the radioactivity corresponding 
to one-billionth gram of radium). A government ex- 
pert has recently pointed out that although many 
waters exhibit some radioactivity, the doses neces- 
sary to produce detectable effects could not be ob- 
tained by drinking reasonable quantities of one of 
the naturally radioactive spring waters; of most 
waters it would be necessary to drink from 100 to 
1,000 gallons a day. The best evidence is to the 
effect that, up to this time, it has not been shown 
that the small amounts of radioactivity found in 
natural waters have any effect on the medicinal 
value of the waters. (Jour. A. M. A., Oct. 30, 1926, 
p. 1480). 

Phosphates and Fatigue.—During the World War, 
astounding reports were circulated regarding the 
promotion of muscular activity and the prevention 
of fatigue in both man and animals through the 
administration of sodium phosphate. It was at- 
tempted, during the war, to increase the muscular 
efficiency of the German soldier by the oral ad- 
ministration of acid sodium phosphate in sublaxa- 
tive doses with alleged favorable results. Experi- 
ments conducted by the U. S. Public Health Service 
indicate that the ingestion of acid sodium phosphate 
does not increase muscular efficiency, but that there 
is a feeling of well-being experienced by many who 
ingest the salt. This probably depends on its stimu- 
lating action on the intestinal tract, and is due in 
part to increased elimination of alimentary waste. 
Acid sodium phosphate (sodium biphosphate) is 
more pleasant to take than other saline laxatives 
and is positive in its effects; those subjects who 
were constipated felt the beneficial effects of this 
laxative. (Jour. A. M. A., Nov. 6, 1926, p. 1562). 

More Misbranded Nostrums.—The following pro- 
ducts have been the subject of prosecution by the 
federal authorities charged with the enforcement of 
the Food and Drugs Act: Gordon’s Antiseptic (G. 
M. Gordon Drug Co.), consisting essentially of bis- 
muth subgallate, magnesium oxide, charcoal, glyce- 
rin, water and a trace of carbolic acid. Bear's 
Emulsion (John D. Bear), consisting essentially 
of mineral oil, sodium phosphate, potassium phos- 
phate, gum, alcoho] and water. Milam (Perry Drug 
Co.), consisting of extracts of plant drugs, nitric 
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acid, salicylic acid and water. Bull’s Cough Syrup 
(A. C. Meyer & Co.), consisting essentially of am- 
monium chloride, extracts of plant drugs (including 
ipecac), alcohol, sugar and water. (Jour. A. M. A., 
Nov. 6, 1926, p. 1577). 


“Elfin Fat Reducing Gum Drops” and “Slend’s 
Fat Reducing Gum.”—The quacks who prey on 
women who are overweight or who have convinced 
themselves that they are overweight, have done a 
thriving business in the past few years. Fortunes 
have been made in the sale of nostrums, most of 
which are utterly worthless, and a few of which are 
distinctly dangerous, sold for their alleged anti-fat 
properties. Elfin Fat Reducing Gum Drops, de- 
scribed as “The Chew and Grow Thin Treatment,” 
are marketed by Pep-Giving Products Co., Inc., New 
York City. With the trade package come certain 
diet directions which alone, if followed, might result 
in a loss of weight. The A. M. A. Chemical Labora- 
tory analyzed the preparation and reported that it 
was a “gum-drop” coated with varying amounts of 
a mixture containing essentially sucrose and 
phenolphthalein flavored with peppermint. The aver- 
age amount of phenolphthalein was 1.4 grains to 
each “gum-drop.” “Slend’s Fat Reducing Chewing 
Gum” is put on the market either by Slends, Inc., 
or by Heath Products, Inc., New York City. It is 
claimed that the preparation contains absolutely no 
thyroid or any other harmful ingredient and that 
it can safely be given to children. At the same 
time it is admitted that the drug that is used in 
the product is extract of poke-root, while the trade 
package admits the presence of phenolphthalein. 
From its analysis, the A. M. A. Chemical Laboratory 
concluded that each piece of Slends is a piece of 
chewing gum (chicle) coated with varying amounts 
of a mixture containing essentially sucrose and 
phenolphthalein, flavored and containing a small 
amount of vegetable extractives. The average amount 
of phenolphthalein was 1 grain to each piece. From 
the analysis it appears that if extract of phytolacca 
is present, the amount is insignificant. While phy- 
tolacca has long been used in fake obesity cures, in 
almost every instance it is found to be present in 
such small quantities as to produce no physiologic 
effect whatever. (Jour. A. M. A., Nov. 13, 1926, p. 
1665). 


Scarlet Fever Toxin.—Nicolle, Conscil and Durand, 
in Tunis, have recently described the development 
of scarlet fever in a person inoculated with the 
fourth subculture of a streptococcus isolated from 
the throat of a scarlet fever patient. This work is 
regarded by the investigators as confirmatory of the 
discovery by the Dicks that a specific streptococcus 
is the cause of scarlet fever. It emphasizes also 
the value of the later report of the D‘cks of the in- 
tradermal injection of streptococcus toxin, the “Dick 
Test,” as a means of determining susceptibility to 
a8) fever. (Jour. A. M. A., Nov. 20, 1926, p. 


“Pabst Extract—The ‘Best’ Tonic,” Not Acceptable 
for N. N. R—The Council on Pharmacy and Chem- 
istry reports that Pabst Extract—The “Best” Tonic, 
is claimed to be “pure extraction of malt, properly 
flavored and combined with hops and is preserved 
by no other means than pasteurization.” The prep- 
aration is stated to contain alcohol, by volume, 3.70 
ver cent, and 1.45 Gm. of hops are used for the 
preparation of 12 fluid ounces of “tonic.” The Coun- 
cil found Pabst Extract—The “Best” Tonie unac- 
ceptable for New and Non-official Remedies because 
(1) the name does not indicate the potent constit- 
uents—malt and hops—of the mixture; (2) the claim 
“The ‘Best’ Tonic” is not warranted; (3) the thera- 
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peutic claims are unwarranted; and (4) it is sold 
to the public with claims that tend to its indis- 
criminate and ill-advised use. (Jour. A. M. A., Noy. 
20, 1926, p. 1760). 


Hoyt’s Protein Cereal Omitted from N. N. R.— 
Hoyt’s Protein Cereal is a preparation of gluten in 
the form of flakes containing protein, 78 per cent; 
fat, 1 per cent, and starch, 4 per cent, which is 
manufactured by the Pure Gluten Food Co. (New 
and Non-official Remedies, 1926). The Council on 
Pharmacy and Chemistry reports that objection was 
made to the claims made for this product in 1925. 
In June, 1926, the Council received a circular con- 
taining misleading and unwarranted claims essen- 
tially similar to those to which objection had been 
made previously; therefore, the Council rescinded 
its acceptance of Hoyt’s Protein Cereal and directed 
its omission from New and Non-official Remedies. 
(Jour. A. M. A., Nov. 20, 1926, p. 1760). 


More Misbranded Nostrums.—The following pro- 
ducts have been the subject of prosecution by the 
federal authorities charged with the enforcement 
of the Food and Drugs Act: Nau’s Dyspepsia Remedy 
(Frank Nau), consisting of a liquid composed essen- 
tially of extracts of plant drugs, including golden 
seal and licorice, glycerin, alcohol and water, and 
of tablets composed essentially of bismuth subni- 
trate, cane sugar, and milk sugar, flavored with 
ginger and peppermint oil. Angelus Beef, Iron and 
Wine (The Brunswig Drug Company, of Los Ange- 
les), composed of meat extract, iron salts, potas- 
sium bitartrate, sugar, alcohol and water. (Jour. 
A. M. A., Nov. 20, 1926, p. 1761.) 


Goiter Prophylaxis Where the Incidence of Goiter 
is Low.—A recent survey of goiter in Connecticut, 
by experts of the United States Public Health Service, 
indicates that the situation there is one that, in the 
opinion of the government consultants, does not call 
for the institution of state-wide goiter prophylaxis 
through the use of iodized water supplies, iodized 
table salt, or wholesale distribution of tablets con- 
taining iodine. The surgeons of the United States 
Public Health Service believe that prophylactic meas- 
ures should be carried out among girls between the 
ages of eleven and sixteen years, under the direction 
of local health authorities, guided and assisted by 
the state department of health and the local medical 
practitioners. The prophylactic methods chosen ap- 
pear to be immaterial provided there is skilled super- 
vision, low dosage of iodine, regularity and economy 
of administration. (Jour. A. M. A., Nov. 27, 1926, 
p. 1832). 


Free Breath—tThis is exploited by O. W. Dean 
Co., Inc., Benton Harbor, Mich., as ‘The World's 
Wonder Treatment for Asthma, Bronchitis, Hay 
Fever and Catarrh of the Mucous Membranes.” The 
advertisements for this nostrum stress the fact that 
asthma sufferers can try “Free Breath without cost.” 
Those who receive the sample are then importuned 
to order the “complete treatment’”—price $18. Prac- 
tically every “patent medicine” sold for the alleged 
cure of asthma contains either potassium iodide, 
Fowler's solution, or both, and when analysed in the 
A. M. A. Chemical Laboratory, the preparation was 
found to consist essentially of 7 Gm. of potassium 
iodide and 0.05 Gm. of arsenic trioxide in 100 c.c. 
This is equivalent approximately to 21 grains of 
potassium iodide and 24 minims of solution of potas- 
sium arsenite per fluid ounce. (Jour. A. M. A, 
Nov. 27, 1926, p. 1847). 
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Medical History. 

in 

ge- A recent editorial in the Journal of the 


as- American Medical Association closes with the 


ai following significant sentence, “The mark of 
™ the cultured man is a knowledge of the foun- 
ut, dation and processes by which his art and his 
ice, science reached their prestige. Unfortunately, 
on too few physicians care to give the time or the 
wie interest necessary for even a moderate acquain- 
zed tanceship with medical beginnings.” 
no Such a comment, emanating from the edi- 
as- torial rooms of a national medical publication 
he that has, during the past twenty-five years, 
ri done so much to raise new standards in medi- 
be cal education, and done so much to increase 
ap- the prestige of American medicine as an art 
er and science, emphasizes the importance that 
a medical history plays in medical education 
and the culture of the medical man. It is 
i worthy of note, also, that national medical or- 
i's ganizations of today, as well as foremost medi- 
ay cal schools of this and foreign countries, are 
ne setting up definite programs in their respec- 
lat 
t.” tive fields for the promulgation of the study 
ed of history of medicine and of medical men of 


ac: the past. 


E Instances of this are today to be noted in the 
he coming meeting of the British Medical Asso- 
as ciation, which will occur in Edinburgh, July, 
= 1927. During the session of this national as- 
— sociation, a special program has been laid out 
as- for observation of historic events in medical 
A., history. In that old medical institution, the 


University of Edinburgh, where especially so 
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many of our Virginia medical forefathers were 
educated, before the days of Rush and Ship- 
pen, at Philadelphia, and where for more 
than two hundred years England and Scot- 
land have educated so many eminent physi- 
cians, the history of medicine for the last 
twenty years has been a full-time subject. 
Since 1906 this institution has taught medical 
history as a definite course in its curriculum. 
Also, in this country, recently, the Johns Hop- 
kins University Medical School, recognizing 
the need of such a course, has called away from 
the tasks of scientific and pathologic teaching, 
one of America’s foremost teachers and set 
him up as the first full-time professor of the 
history of medicine in this country. It is well 
known, the work of Dr. William H. Welch; 
his distinguished career as an educator and a 
pathologist needs no comment here; and as 
professor of history at Johns Hopkins, his 
career will in no wise diminish. 


It is obvious that medical history is about 
to receive a larger interest in the scheme of 
medical education of today. The prestige of 
this learned profession owes much to its past. 
The big and heroic men of the remote past in 
medicine have done a major part in the pioneer 
fields of medical discovery, while laboratory 
workers, scientists, clinicians, foundations, 
commissions, expeditions, and investigators, 
groups and individuals, have piled up “a world” 
of new discoveries in the arts and sciences of 
medical learning during the past quarter of 
a century. So tremendous and voluminous has 
become the mere recording of these observa- 
tions and advances that the publications of 
medical knowledge or findings have become 
immeasurable, May it not be well, for the time 
at least, to call a bit of halt for the purpose 
of some assembly and stock taking of what we 
have and of what is suggestive? Is not the 
call for a study of the large view of the medi- 
cal past one step toward securing a larger and 
wider view of medical diseases and ‘toward 
surveying more critically the assembled knowl- 
edge of today, gleaned by the activities of 
medical workers in many fields during the past 
quarter of a century? 


The Last Illness of General George Wash- 
ington. 
Virginians find an abiding interest in bio- 

graphical accounts of the life of George Wash- 

ington. Every new portrayal of this foremost 
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figure in American history receives a wide 
reading the nation over, as well as a liberal 
comment in the secular press. Recent. produc- 
tions by lay writers, which partake of a sort 
of de-mything treatment of the subject, have 
not met with universally favorable criticism. 
Recent biographers of Washington, appearing 
to be unwilling to retain a pictorial descrip- 
tion, brought down in American historical 
literature, have attempted to “humanize” 
Washington, But, it is feared in bringing out 
the new data, to disprove the super-human 
features of the Weems-Sparks Washington, 
they have emphasized unduly their newly dis- 
covered material, The Washington of John 
Marshall, Washington Irving, Theodore 
Roosevelt, Woodrow Wilson, Cabot Lodge, 
Thayer and others, they have defaced by de- 
iything the Washington of Weems and 
Sparks. 

All this present treatment of this great 
American statesman stimulates, however, a 
renewal of interest in Woshington the coun- 
try over, The discussion of Washineton’s last 
illness also has been a subject of much inter- 
est in the past. There have been favorable and 
unfavorable comments made upon the treat- 
ment this distinguished patient received in his 
last illness. It is, hence, quite timely that the 
Vireinta Mepican Monruty presents to its 
readers a paper dealing with this import- 
ant event in American history. Dr, W. A. 
Wells, of Washington City, has done a praise- 
worthy thing in bringing together historical 
data connected with General Washington’s last 
illness. The paper deserves, and no doubt will 
receive, on the part of our Virginia medical 
readers, appreciative consideration. 


Postmortem Examination of the Body of 
General Napoleon Bonaparte. 


“* * * at two o’clock P. M. the English 
medical men, Short, Arnott, Mitchell, Burton 
and Livingston joined Dr. Antommarchi; the 
latter proceeded to the examination. 

“The following observations* were made: 

“1. The exterior convex surface of the left 
lung adhering at different points to the corre- 
sponding costal pleura. 

“2. About three ounces of lymphatic humour 
in the bag of the left costal pleura. 

“3. About eight ounces of the same lympha- 
tic liquid in the bag of the right costal pleura. 

“4. The lungs in a natural shape. 


*History of the Captivity of Napoleon at St. Helena, by 
Montholon 
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“5. The heart in a good state, enveloped in 
its pericardium and covered with a little fit. 

“6. The stomach, intestines, liver, spleen, aad 
large omentum in the natural places. 

“7. The upper convex surface of the |: ft 
lobe of the liver adhering to the corresponding 
part of the concave surface of the diaphragm. 

“8. The interior concave surface of the lobe 
strongly adhering to the bare surface and to 
the small curve of the stomach, as well as the 
little omentum. 

“9. Having carefully detached, partly with 
scalpel and partly with fingers, the said ad- 
hesions, I observed that the adherence of thie 
coneave surface of the left lobe of the liver 
formed a hote of about three lines in diameter 
in the fore-surface of the stomach, nearly at 
its right extremity. 

“10. Having opened the stomach behind ii- 
large curve, I observed that it was partly filled 
with a liquid blackish substance, which had a 
sharp and disagreeable smell. 

“11. Having removed the said liquid, I ob- 
served a very extended cancerous ulcer, which 
occupied particularly the upper part of its in- 
ternal surface of the cardia to within an inch 
of the pylorus. 

“12. On the edge of this ulcer, towards the 
pylorus, I perceived hole above mentioned 
(Art. 9) produced by an ulcerous corrosion of 
the partitions of the stomach. 

“13. The ulcerous partitions of the stomach 
were considerably swelled and hardened. 

“14. Between the ulcer and the pylorus, and 
contiguous to the ulcer, I observed a scirrhous 
swelling and hardness of some lines in breadth. 
which circularly occupied the right extremity 
of the stomach. 

“15. The liver was obstructed, and of an un- 
natural size. 

“16. All the intestines were in good state, 
but filled with air. 

Francois ANTOMMARCHI. 

Longwood, May 8, 1821.” 


Last Illness of Alexander. 

“On the eighteenth of the month Daesius, 
finding the fever upon him, he lay in his bath- 
room, The next day, after he had bathed, he 
removed into his own chamber, and played 
many hours with Medius at dice. In the eve- 
ning he bathed again, and after having sacri- 
ficed to the gods, he ate his supper. In the 
night his fever returned. The twentieth he 
also bathed, and, after the customary sacrifice. 


sa 
hi 
ne 
ni 
le 
sl 
of 
W 
th 
tl 
to 
W 
aul 
5] 
tl 
A 
th 
fe 
Ce 
ol 
tr 
st 
h. 
al 
st 
il 
Ie 
al 
el 
te 


1927] VIRGINIA MEDICAL MONTHLY 693 


sat in the bathroom and diverted himself with 
having Nearchus tell the story of his voyage, 
and all that was observable with respect to the 
ocean. The twenty-first was spent in like man- 
ner. The fever increased and he had a bad 
night, The twenty-second the fever was vio- 
lent. He ordered his bed removed and placed 
hy the great bath. Then he talked with his 
venerals about vacancies in his army, and de- 
sired they might be filled up with experienced 
officers. The twenty-fourth he was much 
worse. He chose, however, to be assisted at 
the sacrifice. He likewise gave orders that the 
principal officers of the army should wait in 
the court, and the others keep watch all night 
without. The twenty-fifth, he was removed 
to his palace, on the other side of the river, 
where he slept a little, but the fever did not 
abate and when his generals entered he was 
speechless. * * * The twenty-eighth, in 
the evening, he died.” 

“These particulars are taken almost word 
for word from his diary.”°—P/Jutarch’s Lives. 
Alkalosis. 

The medical treatment of gastric ulcer by 
the milk-cream diet, with a follow-up alkati- 
nization of the gastric contents, as brought 
forward by Sippy and others, has recently been 
called in question because of real or apparent 
dangers of alkalosis. It is possible, as pointed 
out by Hardt and Rivers, to bring about toxic 
manifestation in the administration of alkali 
treatment. Alkalosis may result from alkati 
medications as well as from chronic pyloric ob- 
struction, resulting from cicatrization of ul- 
ceration or unsuccessful surgical work of the 
pyloric opening. The question of auto-intoxi- 
cation from alkali treatment is one of import- 
ance and deserves understanding as a possi- 
hility by those called upon to use medical treat- 
ment of the stomach by this method, The de- 
vree of danger from alkalosis is relative and 
happily, in most instances may be recognized, 
and effective, corrective measures may be in- 
stituted without placing the life of the patient 


in very serious danger. Fortunately, it is now. 


recognized that it is not necessary to bring 
about complete neutralization of free hydro- 
chlorie acid in order to conduct super-alimen- 
tation and healing. Some patients tolerate 
alkalis poorly and in such, caution is needed 
in administration. Fortunately, withdrawal 
of alkalis and substitution of fruit juices 
brings relief from a mild alkalosis. Readjust- 


ment of alkali to patients’ tolerance enables 
them to “carry on” with medical therapy. 
This, of course, is not true for chronic obstruc- 
tion. Mechanical structure demands surgical 
relief. 

Those interested in the question, whether for 
or against alkali treatment, may find data pre- 
sented by Jordan (J. A. M. A., Vol. 87, No. 
23, Page 1,906 and discussion following) in 
a recent paper suggestive. His paper consid- 
ers whether or not alkalemia brought on by 
alkali treatment results in serious injury or 
danger to patients. From his study he con- 
cludes that in cases of gastric ulcer, treatment 
by large amounts of alkalis shows no untoward 
clinical symptoms, But it is deemed wise to 
utilize the minimum dosage of alkalis needed 


to neutralize gastric contents. 


It is well to note clinical symptoms of alka- 
emia, such as excessive dryness of the mouth, 
and the throat, loss of appetite, nausea and 
vomiting, persistent headache, pruritus, men- 
tal depression, with loss of memory and en- 
ergy. 

Jordan adds that, with omission or diminu- 
tion in the amount of alkalis given, there is 
immediate restoration of an acid base equili- 
brium and immediate relief of symptoms. 


The President’s Appeal. 

Attention of our readers is called to an ar- 
ticle in this issue of the Viretnra Mepican 
Mon uty, page 647, from the pen of our presi- 
dent, Dr. Horsley. The medical profession in 
Virginia may well consider this communica- 
tion; it undoubtedly presents well known facts 
and brings an appeal for co-operation. The 
activities of the Board of Health in its com- 
mendable record of successful work in Virginia 
has always had the support of the Medical 
Society of Virginia. No such achievement as 
has been attained could have been brought 
about without the co-operative action of the 
doctors throughout the State. While this spirit 
of cordial support has always characterized 
the profession, the Board of Health has, on 
its part, given the practitioners every assist- 
ance and consideration within its power and 
resources. Many are the lines of help thrown 
out to general practitioners by the Board of 
Health. Through the years this co-operation 
has been maintained without change. The 
officials of the Board enjoy the con%dence of 
the rank and file of the medical practitioners. 

So it is that the announcement contained 
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in the president’s paper will doubtless be re- 
ceived with satisfaction and approval by prac- 
titioners throughout the State. No opposition 
can be imagined but every support should be 
given to the institution of preventive measures 
which have for their end reduction in the in- 
cidence of diphtheria, This disease was one 
of the most deadly a quarter of a century ago. 
Now its fatality is astonishingly small as the 
result of the use of diphtheria antitoxin. The 
co-operation of public health boards, under 
the general supervision of the State Board, in 
establishing early diagnosis, in furnishing 
antitoxin promptly, has brought about this 
salutary condition. The further step now pro- 
posed, to institute the administration of toxin- 
antitoxin as a preventive against the disease, 
can only receive the same support. 

Practitioners should acquaint themselves, by 
a review of the literature of the subject, with 
the various steps followed in the development 
and use of toxin-antitoxin. They should be 
ready to give the treatment when the Board 
of Health says the word, Practitioners may 
easily familiarize themselves with simple 
technique and enter into the scheme of a State- 
wide stamping out of diphtheria. 


News Notes 


The American College of Physicians 


Will hold its eleventh annual Clinical Ses- 
sion in Cleve!and, Ohio, February 21-25, 1927. 
Dr. Alfred Stengel, of Philadelphia, is Presi- 
dent of The College and Dr. John Phillips, 
of Cleveland, is the Chairman of the Program 
Committee. The program will be of unusual 
interest to Internists (including Neurologists, 
Pediatr ists, Roentgenologists, Pathologists, 
Dermatologists, Psychiatrists and others en- 
gaged in the field of Internal Medicine). The 
Cleveland hospitals and the Western Reserve 
University will co-operate with The College in 
the presentation of the program. These pro- 
grams constitute each year a post-graduate 
week on Internal Medicine of outstanding 
merit. 

During the mornings, there will be clinics 
and demonstrations at the various hospitals 
and in the laboratories of the Western Reserve 
University; during the afternoons, papers on 
various medical topics will be delivered by lo- 
cal members of the profession and by members 
of The College from other parts of the United 
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States and Canada; during the evenings, there 
will be formal addresses by distinguished 
guests, American or foreign, and by the Presi- 
dent or other representatives of The College. 

The American College of Physicians is a 
national organization in which Internists may 
find a common meeting ground for discussion 
of the special problems that concern them and 
through which the interests of Internal Medi- 
cine may have proper representation. Mem- 
bership in this organization is limited to those 
in the field of Internal Medicine. While it is 
not a limited national society of specialists 
(mostly prominent medical teachers), it is not 
co-ordinal with large national or sectional or- 
ganizations of physicians requiring no special 
professional qualifications. Its standards are 
high and many men of distinction in the pro- 
fession are numbered among its members. 

An invitation has been extended by The 
College to all qualified physicians and labora- 
tory workers to attend the Cleveland Clinical 
Session, An attendance in excess of fifteen 
hundred is anticipated. 


The John Horsley Memorial Prize in Sur- 
gery. 

Announcement has been made that every 
thesis in competition for the John Horsley 
Memorial prize in surgery must be in the hands 
of the committee at the University of Vir- 
ginia before February 1, 1927, in order to be 
considered for the award to be made next 
June. 

This prize of $1,000 is to be awarded every 
two years by a committee of the medical 
facuity of the University for a thesis upon 
some subject in general surgery. It was es- 
tablished as a gift of Dr. J. Shelton Horsley, 
of Richmond, Va., a distinguished alumnus, 
as a memorial to his father, John Horsley, of 
Nelson County, Virginia. 

Dr. Horsley, who established the prize to 
stimulate interest in the scientific aspects of 
surgery, is an alumnus of the University of 
the class of 92. He was recently elected presi- 
dent of the Medical Society of Virginia and 
also of the Southern Medical Association. 

All graduates of the medical department of 
the University of Virginia, of not more than 
fifteen years’ standing, are eligible for the 
prize which should be on some surgical prob- 
lem, the solution of which depends mainly or 
solely upon research work, preferably original. 

The first award will be made next June in 
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connection with the graduating exercises of 
the class of 1927. 
History of Medicine Comes Into Its Own. 
Johns Hopkins University, Baltimore, has 
established a department of history of medi- 
cine, the first full-time chair of its kind in 
this country, A grant of $200,000 from the 
General Education Board of the Rockefeller 
Foundation made this possible. Dr. William 
H. Welch, for the past ten years director of 
the School of Hygiene and Public Health at 
Johns Hopkins, has accepted the professorship 
of this new chair. 


Dr. and Mrs. Hunter H. McGuire, 

Winchester, Va., recently visited Philadel- 
phia, where Dr. McGuire went to attend a 
meeting of the Philadelphia Academy of 
Medicine. 


The Southern Surgical Association, 

At its annual meeting recently held at 
Biloxi, Miss., selected Augusta, Ga., as its 
1927 place of meeting and elected Dr. Guy L. 
Hunner, of Baltimore, Md., president. Other 
officers are: Drs, Harley R. Shands, of Jack- 
son, Miss., and Lucius E. Burch, Nashville, 
Tenn., vice-presidents; Dr. Robert L. Payne, 
of Norfolk, Va., secretary; and Dr. Urban 
Maes, New Orleans, La., treasurer. Drs. C. 
Jeff Miller, New Orleans, James F. Mitchell, 
Washington, D. C., Le Grand Guerry, Colum- 
bia, S. C., Irvin Abell, Louisville, Ky., and 
Hubert A. Royster, Raleigh, N. C., were elected 
members of the Council. 


Dr. and Mrs. R. S. Kyle, 

Formerly of Galax, Va., moved the first of 
December to Big Stone Gap, Va., where Dr. 
Kyle is now practicing his profession. 


Dr. Edward B. Broocks, 

Of Washington, D. C., and an alumnus of 
the University of Virginia Medical School in 
16, recently spent sometime at his former 
home in Chase City, Va., on account of the 
illness of his father. 

The Annual Congress in Medical Education, 

Licensure and Hospitals 

Will be held at the new Palmer Hotel, 
Chicago, February 14th and 15th. On Wed- 
nesday, February the 16th, the Federation of 
State Medical Boards will hold its annual 
meeting. This will be preceded on Tuesday 
evening by the annual dinner of the Federa- 
tion. Interesting programs have been ar- 
ranged for all three days. 


MEDICAL MONTHLY 


695 


Married. 

Dr. Clay W. Evatt, Greenville, S. C., and 
Miss E. Naomi Gartrell, Richmond, Va., De- 
cember 21. Dr. Evatt is a member of the class 
of *24, Medical College of Virginia, and later 
served an internship at St. Luke's Hospital, 
this city. 

Dr. William Blair Hunter, Gastonia, N. C., 
and Miss Nancy Theresa Izard, of Richmond, 
Va., December 22. 

Child Welfare in Greece. 

The child welfare law adopted April 14, 
1926, provides for the appointment of child- 
welfare commissions in cities and towns in 
Greece. Every city or town is required to 
provide funds for the maintenance of infants 
deprived of mother’s care and for the women 
nursing them, Physicians or midwives at- 
tending births must report them within 24 
hours. All births must be registered by the 
police and lists sent weekly to the local child 
welfare commission which must investigate 
and aid needy cases. 

The Medical Society of the District of Co- 
lumbia, 

At its annual meeting, elected Dr. Charles 
S. White president for the year of 1927, and 
re-elected Dr. Coursen B, Conklin secretary. 
Dr. Margaret P. Kuyk, 

Richmond, was elected professor emeritus in 
the University of Richmond, when she resigned 
recently from active faculty duty. 

Dr. Thomas Edward Jones, 

Formerly of Sioux Falls, 8. Dak., announces 
the opening of offices at 1112 Church Street, 
Lynchburg, Va., and that he will limit his 
practice to diseases of children. Dr. Jones is 
an alumnus of the University of Virginia, hav- 
ing graduated in medicine from that place in 
1909. 

Food and Teeth. 

Nutrition is the most important factor in 
healthy teeth, Dr. Harold H. Mitchell, Direc- 
tor of School Hygiene, Fall River, Mass., 
points out. Dr. Mitchell states that prophy- 
lactic and dental-repair work will be necessary 
for a long time to come, if not always, but that 
good nutrition comes first in the dental pro- 
gram. 

The American Association for the Study of 

Goiter 

Will hold its annual clinical meeting at 
Philadelphia, Penn., January 31st and Febru- 
ary 1st and 2nd. 
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An unusually high class scientific program 
has been secured by Doctor Emil Goetsch, of 
Brooklyn, New York, the president, and by 
Doctor Kerwin Kinard, of Kansas City, 
Missouri, corresponding secretary. Many of 
the big goiter men of the country have ac- 
cepted places on the program. 

The forenoons will be devoted to clinics at 
the University of Pennsylvania Hospital; the 
afternoons to the scientific sessions in the as- 
sembly room of the Bellevue-Stratford Hotel. 
All members of State Societies are most cor- 
dlially invited. 

Dr. and Mrs. Loren E. Cockrell, 

Reedville, Va.. were Richmond. last 
month, having come to be with their son who 
was in a local hospital for an appendicitis 
operation. 


Citation for the Award of the Sofie A. Nor- 
doff-Jung Cancer Prize. 

The Sofie A. Nordoff-Jung Prize for the best 
contribution in Cancer Research during the 
past year has been awarded to Dr. Otto War- 
burg, Director of the Department of Biology 
of the Kaiser Wilhelm Institute, Berlin- 
Dahlem, The award was made on the un- 
animous decision of the commission. 

The novel methods of investigation, de- 
veloped by Professor Warburg, have opened 
reliable channels for tests on the metabolism 
of surviving tissues under varying conditions. 
With a singular predetermination he has made 
available an abundance of valuable material 
through comparative experimentations on the 
- processes of disintegration and oxydation of 
normal tissues and neoplasms. His biochemi- 
eal attack on the cancer problem presages the 
most promising results. 

Professors Borst, Doederlein, von Rombere. 
and Sauerbruch, all of the University of 
Munich, form the awarding commission. 


Dr. Phil H. Neal, 

Resident physician at Catawba Sanatorium, 
Va., for the past year and a half, left for 
New York City, January the 1st, to begin an 
appointment at the New York Eye and Ear 
Infirmary. 


Accidents to Working Children in Illinois. 

Only three out of nine children injured or 
killed in industrial accidents in the State of 
Illinois in August, 1926, had the right to 
work, according to the State department of 
Six of these girls and boys were il- 


labor. 
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legally employed, and as a result of their ei- 
ployment one boy 12 years old was killed, one 
boy lost his arm, and one girl lost four fingers 
at the middle joints. The three remaining 
children employed illegally received tempo- 
rary injuries causing them to lose time from 
work. In addition to these nine accidents to 
working children under 16 years of age there 
were reported during August eighty-six indus- 
trial accidents to boys and giris of 16 and 17 
years. One boy was killed and seven boys am 
four girls suffered permanent injuries. 

During the following month nine accidents 
to working children under 16 were reported, 
four of them to children employed illegally. 
Such children do not come under the protec- 
tion of the workmen’s compensation law. Eni- 
ployers can not get insurance from any com- 
pany for children illegally employed. The 
Labor Bulletin urges employers to obtain 
proper working certificates for their child em- 
ployees. 


Physicians on Health Board. 

Drs. E. P. Gray and 8. D. Craig, have been 
elected members of the City Health Board of 
Winston-Salem, N. C. This action was in ac- 
cordance with an ordinance recentiy adopted 
providing for two _ representatives from 
Forsyth County Medical Association in ac 
cordance with request by that organization. 


Dr. Allan M. Kimbrough, 

Recently of Richmond, Va., is now in Yonk- 
ers, N. Y., where he is taking up special ortho- 
pedie work. 
$100,000 Offered for Conquest of Cancer. 

The American Society for the Control of 
Cancer announces that two prizes of $50,000 
each have been offered by William Lawrence 
Saunders, of New York, for discoveries of the 
causation, prevention and cure of cancer. The 
offer was made on December 15, 1926, and 
will stand for three years. The donor expects 
to renew it, if necessary. 

Mr. Saunders is Chairman of the Board of 
Directors of the Ingersoll-Rand Company. 
Director of the Federal Reserve Bank of New 
York and President of the United Engineering 
Company. 

The decision upon which the awards will be 
made is to be reached by the American Society 
for the Control of Cancer and approved by 
the American Medical Association and the 
American College of Surgeons. 

It is Mr. Saunders’ idea that discoveries are 
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not always made by experts and that “through 
the lure of a reward this serious problem might 
be solved through the genius of a lay mind, 
by chemists or through unorganized medical 
sources.” 

The offer of Mr. Saunders to the American 
Society for the Control of Cancer has not yet 
been formaily acted upon by the Society, and 
it is impossible to say at this time what rules 
other than those proposed by Mr. Saunders 
will control the decisions. Information as to 
how persons who wish to present their discov- 
eries for consideration should proceed wiil be 
announced later. 

Mr. Saunders made his offer known through 
a letter to Dr. C. N. B. Camac, of New York, 
under date of December 13, 1926, and read by 
Dr. Camac at a dinner given in the interests 
of the American Society for the Control of 
Cancer by President Nicholas Murray Butler, 
of Columbia University, and Honorable 
Charles Evans Hughes. 


Kenneth Hammer, 

Youngest son of Dr. and Mrs. A. L. Ham- 
mer, of McGaheysville, Va., was run down by 
an automobile in the Fall, and suffered a frac- 
tured limb and other injuries. He is much 
improved now. 


Dr. C. H. McFarlane, 
Recently of Honaker, Va., is now located 
at Dunbar, Va. 


The Seaboard Medical Association of Vir- 

gina and North Carolina 

Had its usual interesting and pleasant ses- 
sions at its meeting in New Bern, N. C., last 
month, under the presidency of Dr. George 
A. Caton of that place. Officers elected for the 
1927 meeting are: President, Dr. Beverley R. 
Kennon, Norfolk, Va.; vice-presidents, Dr. 
D. T. Tayloe, Jr., Washington, N. C., Dr. 
Frederick C. Rinker, Norfolk, Va., Dr. Ralph 
IL. Daniels, New Bern, N. C., and Dr. J. 
Kennedy Corss, Newport News, Va.; treas- 
urer, Dr. A. M. Burfoot, Fentress, Va., and sec- 
retary, Dr. Clarence Porter Jones, Newport 
News, Va. The next meeting is to be held in 
Norfolk, Va., beginning the first Tuesday in 
December. 


Principal Causes of Death in 1925. 

The U. S. Department of Commerce an- 
nounces that 1,219,019 deaths occurred in 1925 
within the death registration area of conti- 
nental United States, representing a death rate 


of 11.8 per 1,000 population—the same as the 
1924 rate. In 1925, the death registration 
area comprised 40 states, the District of Co- 
lumbia, and 24 cities in non-registration states, 
with a total estimated population on July 1 
of 103,108,000, or 89.4 of the estimated popu- 
lation of the United States. 

The principal decreases in death rates in 
1925 were from measles, pneumonia (all forms) 
and tuberculosis; the principal increases in 
rates were for influenza, diseases of the heart, 
nephritis and diarrhea and enteritis in chil- 
dren under two years of age. 

Automobile fatalities also show an increase 
over previous years, the rate having steadily 
risen from 11.5 in 1921 to 188 per 100,000 
popucation in 1925. During 1925 there was a 
total of 19,335 deaths due to automobile ac- 
cidents in the registration area of the United 
States, 1,764 of which were due to collisions 
with streets cars and railroad trains. 


The Southside Virginia Medical Association 

Held its last meeting for 1926 in Norfolk, on 
December 14th. A good attendance was pres- 
ent and all papers on the program were freely 
discussed and much enjoyed. 

Dr. Wright Clarkson, Petersburg, was 
elected president, and Dr. R. L. Raiford, Sed- 
ley, was re-elected secretary-treasurer for the 
coming year. The next meeting is schedu‘ed 
for the second Tuesday in March at Emporia. 


Central State Hespital. 

The fifty-sixth annual report of the Central 
State Hospital at Petersburg, Va., states that 
at the close of the fiscal year ending June 30, 
192, there were 2,487 patients an the books of 
the institution, 2,282 in the hospital and 205 
on furlough and escape. During the year 
there were 491 first admissions, 73 re-admis- 
sions, and 232 deaths. There were no serious 
epidemic or contagious diseases among the pa- 
tients during this year and the health of pa- 
tients was up to the average. 


New Year Resolutions. 

We all make them for they are based on 
hope. We should not allow ourselves to get 
in such ruts but that we may climb to higher 
and better things. This year we want better 
organization. Let’s all “pull together” and, 
where there are no county or district societies, 
organize and arrange to have periodic meet- 
ings. To organize is “to arrange in interde- 


one 
ers = 
ne 
DO- 
DIN 
to 
are 3 
Lis- 
ni 
its 
lv. 
‘ 
- 
he 
3 
el 
of 
= 
ad 
Th) 
(9 - 3 
dl 
f 


698 VIRGINIA MEDICAL MONTHLY 


pendent parts, each having a special function 
or relation with respect to the whole.” Get the 
eligible doctors in your section together, and 
fall in line with other units to make the Medi- 
cal Society of Virginia as strong as any in the 
Union. 


Dr. Emanuel Wallerstein, 


Richmond, announces the removal of his 
offices to 403 Professional Building, this city. 


Commander Micajah Boland (M. C.), U. S. 

Navy, 

Is now stationed at the Naval Operating 
Base, Hampton Roads, Virginia. 

Erratum. 

In our December issue, we announced the 
marriage of Dr. Smauel Bee Woodward, of 
National Soldiers Home, Va. By error, the 
name of the bride was given as Mrs. Margaret 
Wood Wilson. This should have been Miss 
Margaret Wood. 


Dr. Frederick C. Miller, 
For some years of Cobham, Va., has moved 
to Prospect, Ky. 


Meat Proteins Enhance Food Value of 

Cereals. 

Research conducted by the Bureau of Ani- 
mal Industry, U. S. Department of Agricul- 
ture, shows the high supplemental value of 
meat in connection with vegetable proteins. 

Feeding experiments with albino rats showed 
that the protein of beef enhances to a remark- 
able degree the nutritive value of protein in 
wheat, bolted wheat flour, corn meal, oatmeal, 
and rice. When each of the products named 
was the sole source of protein in the diet, beef 
was found to be much more efficient for pro- 
moting growth than an equivalent amount of 
protein in the form of wheat, wheat flour, oat- 
meal, or navy beans. But when combinations 
of equal parts of beef and vegetable protein— 
or even one part of beef and two parts of 
vegetable protein—were fed, the mixtures were 
practically as efficient for promoting growth 
as when beef protein alone was used, except 
in the case of navy beans and potatoes. 

Briefly, the experiments show the high nu- 
tritive value of food combinations, including 
meat proteins. The progress of research con- 
cerning the food value, flavor, and palatability 
of meat receives special mention in the annual 
report of the Chief of the Bureau of Animal 
Industry, just published. 


[ January, 


Scientists Study Sausage. 

Although sausage constitutes an important 
part of the American diet, little has been done 
in the past to determine its nutritive value. 
Studies are now in progress in the Bureau of 
Animal Industry, United States Department 
of Agriculture, to determine the chemical com- 
position, vitamin content, and biological values 
of the proteins of the more important kinds 
of sausage on the market. Up to the end of 
the fiscal year, as shown by the recent annual 
report of the Bureau, 82 samples of sausage 
had been analyzed. The determination of the 
vitamin and protein values is in progress. 


Nursing Education at University of Cali- 
fornia. 

A chair of nursing education has been es- 
tablished in the University of California, the 
new department opening with the new year. 
Instruction for teachers and administrators 
in schools of nursing will be correlated with 
other departments of the university. The en- 
dowment was furnished from registration fees 
paid by California nurses and was made at 
their request. 


Memorial Services for Dr. John W. Brodnax, 

Who died in October, after a service of 
thirty-three years in the department of anat- 
omy of the Medical College of Virginia, were 
held in the College Building on January 7th, 
at which time papers were read on the work 
of Dr. Brodnax as a doctor, artist and teacher. 


Dr. Luther W. Kelly, 

An alumnus of the University of Virginia, 
Department of Medicine, in the class of 724, 
after a couple of years at the Boston (Mass.) 
City Hospital, recently located in Charlotte, 
N. C., where he is specializing in internal 
medicine. 


Dr. William Bradley Coley, 

Of New York City, spent some time in De- 
cember duck hunting in Virginia. When he 
stopped in Richmond, he was entertained at 
a small reception to which a number of the 
local profession were invited. 


The Tri-State Medical Association of the 
Carolinas and Virginia 
Will hold its annual meeting in Columbia, 


-§.C., February 15th and 16th, under the presi- 


dency of Dr. A. J. Crowell, of Charlotte, N. C. 
Dr. James K. Hall, Richmond, is secretary. 
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An attractive meeting, scientifically and so- 
cially, is being arranged and a large attend- 
ance is expected. 


Diphtheria Can be Eradicated 

Is a statement made by the Department of 
Health of New York State. If it can be done 
there, why not in all states? We con‘dently 
expect the same thing to be accomplished in 
Virginia as a result of the co-operation of all 
our doctors with our efficient State Board of 
Health. New York State announces that less 
than 700 persons died from diphtheria in that 
state in 1926, as compared with 6,500 in 1888. 
Toxin-antitoxin, if used soon enough, can as 
surely eradicate diphtheria as has vaccination 
lessened smallpox. 


Chi Zeta Chi Medical Fraternity. 

More than a hundred members attended the 
annual convention of this fraternity in Rich- 
mond, the latter part of December and a great 
deal of pleasant entertaining was done for the 
visitors. Dr. Turner S. Shelton, of this city, 
was re-elected supreme master for the com- 
ing year, and St. Louis, Mo., was selected as 
the 1927 place of meeting. 


Dr. and Mrs. H. L. Segar, 

Of Warsaw, Va., went to Baltimore, the 
middle of December, where Dr. Segar under- 
went an operation at Johns Hopkins Hospital. 


Annual Report of the U. S. Public Health - 


Service. 

The annual report of the Surgeon General 
of the U. S. Public Health Service for the fis- 
cal year ended June 30, 1926, for its one hun- 
dred and twenty-eighth year, shows a large 
amount of work accomplished. From the large 
number of fields covered, it is apparent not 
only that the responsibilities of health officers 
—Federal, State, and local—are increasing, but 
also that knowledge of disease and the methods 
by which it can be prevented are advancing to 
meet the exigencies. In general the report 
shows favorable health conditions throughout 
the United States and a lowered mortality 
and morbidity rate in a number of diseases. 

It is brought out that a phase of the work 
which needs deveiopment is official local health 
service in rural districts. During the year re- 
ported, work to establish full-time County 
Health Service was carried out in eighty-nine 
counties in twenty states. In this and other 
health work, the Service will co-operate with 
State Health Officers throughout the country. 


Dr. and Mrs. Otis Marshall, 


Culpeper, Va., recently visited in Philadel- 
phia and Wilmington, Del. 


Dr. J. B. Stone 

Has been elected one of the vice-presidents 
of the Civitan Club of Richmond, for the 
coming year. 


The Annual Report of the Surgeon General 

of the U. S. Navy 

Gives the usual intresting tabulations as to 
the medical and dental work in the Navy. Dur- 
ing the year ending June 30, 1926, there were 
forty-five new medical officers commissioned, 
forty-one of whom are internes; fifty-five 
have been separated from the service. This 
leaves a total of 814 medical officers of all 
grades in the Service. The annual physical 
examination of officers of the Navy and Marine 
Corps showed 38.72 per cent of officers on the 
active list with one or more defects, some of 
which were such slight deviations from nor- 
mal as hardly to be regarded as defects in the 
true sense of the word. The most frequent 
deviation from normal was the error of re- 
fraction. The downward trend of sickness and 
death rates which has been reported in recent 
years appears to be continuing. 


The Rockefeller Foundation Annual Report 

For 1925 shows that $9,113,730 was expended 
through its departmental agencies, the Interna- 
tional Health Board, the China Medical Board, 
the Division of Medical Education, and the 
Division of Studies, The work of the Foun- 
dation has been scattered on all the continents 
and has been so diversified that the report 
reads like an interesting story. 


Dr. Gladys Smithwick, 

Of the class of 25, Medical College of Vir- 
ginia, recently of Roanoke, Va., has been ap- 
pointed a medical missionary to China, by the 
Southern Presbyterian Church. She will sail 
February 26th from San Francisco for 
Suchowfu, Ku, China, where she will be con- 
nected with the Mary Irvin Rogers Memorial 
Hospital. 


Dr. James T. Walker, 


Gordonsville, Va., after recovering from a 
fractured leg, spent sometime in West Vir- 


ginia. He has now resumed his practice in 
Gordonsville. 
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Dr. Charles R. Irving, 

Of Buckingham County, Va., has gone to 
Saltville, Va., and will be connected with the 
hospital in that place. 

“Medical Extension Service.” 

The University of Arkansas Radiophone 
Station KUOA, believing that a radio station 
should endeavor to broadcast programs of an 
educational nature as well as those of, by. and 
for entertainment features, announces that it 
has inaugurated a special weekly feature un- 
der the direction of Dr. Allan A. Gilbert, Uni- 
versity physician, which will me known as 
“Medical Extension Service.” Every Thurs- 
day evening at 8 o’clock, a special paper on 
medicine or surgery (and allied subjects) will 
be radiophoned from this station for the bene- 
fit of the physicians in the surrounding com- 
munities, who are urged to tune in at the 
same time. These papers will be prepared es- 
pecially for the Extension Service and will be 
written by outstanding men in the medical 
profession in the United States. The papers 
will be somewhat of a technical nature, but 
they will furnish something of interest for the 
layman as well. 

Dr. W. W. McChesney, 

Who has practiced for sometime in Abing- 
don, Va., has moved to Gastonia, N. C., where 
he will continue the practice of his profes- 
sion. 

Dr. Edward Sandidge, 

Of Amherst, Va., underwent an operation 
for appendicitis at University Hospital, Uni- 
versity, Va., the latter part of December. 
Housing Influences Infant Mortality in Eng- 

land. 

The larger and more comfortable the family 
house, all other things being equal. the better 
chance babies have to live, savs the recently 
published annual report from Newcastle-upon- 
Tyne. which appears in the Maternity and 
Child Welfare. of London, for November. In 
one-room dwellings, in Newcastle-upon-Tyne, 
in 1925, the death rate was 108; in two-room 
dwellings, 106; in three-rooms, 89; while in 
those over three rooms, it dropped to 76. 

The U. S. Civil Service Commission, 

Washington, D. C., announce open competi- 
tive examination for Dietitian, applications to 
be rated as received until June 30. 1927, The 


examination is to fill vacancies in the Pubtic 
Health Service and the Veterans’ 
throughout the United States. 


Bureau 
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Dr. Herbert R. Edwards, 

Formerly connected with the Virginia State 
Board of Health but for nearly three years 
medical field secretary with the National Tu- 
berculosis Association, has been granted a leave 
of absence to participate in a comprehensive 
survey of Indians affairs which is to be car- 
ried on by the Institution for Government Re- 
search, of Washington, D. C. 


Wanted— 

Position by laboratory technician, either in 
hospital or doctor’s office. Am an under- 
graduate nurse and stenographer. References. 
Address “M. J.”, care this Journal. (Adv.) 


For Sale— 

$7,000 practice and office equipment in one 
of the best towns of Virginia. Fifteen hun- 
dren inhabitants, good surrounding country, 
all improved roads. Can use car entire year. 
Competition right, one other physician. Best 
offices in town. Part good contract practice. 
Considering moving to city if I can dispose 
of above to good man. Do not reply unless 


you mean business and want good field. (Ad- 
dress “Doctor”, care Vireinta Mepicar 
Montuty, (Adv.) 


Miss Rose Zimmern Van Vort, 

Expert hospital executive and efficient busi- 
ness manager, available for position February 
Ist. Reorganization of hospitals and nursing 
schools a specialty. Address care “Central 
Nurses Club, 132 East 45th Street, New York. 
N. Y. (Adv.) 


Obituary 


Dr. Andrew Mason Brent, 

Of Heathsville, Va., died at his home in 
that place, December 24th, following an ill- 
ness of only a few days. He was seventy years 
of age and had lived practicatly all of his life 
in that section, and had been active as a phy- 
sician and in the promotion of education in 
his community. He is survived by his wife 
and five children, one them being Dr. Meade 
S. Brent, of Petersburg, Va. 


Dr. James Stretch, 

A graduate of the University College of 
Medicine. Richmond, Va., in the class of 1901, 
died at his home in Simsbury, Conn., Novem- 
ber the 19th, following a long illness. He was 
sixty-six years of age. 
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